Ja This Jssue 


ULCERATIVE COLITIS: A MEDICAL AND SURGICAL 
PROBLEM—Thomas T. Mackie, M.D., Winston-Salem, 
North Carolina . . . . Page 473 


SADDLE BLOCK ANESTHESIA IN OBSTETRICS—Robert 


vi Newman, M.D., Kansas City, Kansas . . Page 477 


“REITER'S SYNDROME: A CASE REPORT — Robert P. 
Norris, M.D., Wichita, Kansas . . . Page 480 


PRINCIPLES OF EARLY MANAGEMENT OF HAND IN- 
JURIES—Prepared by Regional Fracture Committee, 
American College of Surgeons . . . . Page 485 


COMPLETE TABLE OF CONTENTS . . . . Page IV 


October, 1949 Vol. L, No. 10 


LIBRAR\ 


STORMONT MEDICAL 


q 
— 
2 
‘ 
7 
| 


For more normal living, not only must the epileptic patient be freed as 
much as possible from recurring seizures,. but his normal pursuits 


must not be interfered with by mental clouding and drowsiness. 


effectively suppresses or greatly reduces the frequency and severity 


of epileptic attacks and, at the same time, is relatively free from 
hypnotic side actions. There is little or no tendency to habituation; 


the dosage initially found effective usually remains so. 


PARKE, DAVIS & COMPANY 
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THE EPILEPTIC PATIENT 
CAN LIVE 


Dosage of DILANTIN must necessarily be 

individualized. (For suggested dosage schedules, 

write for the brochure on DILANTIN. ) 

DILANTIN Sodium (diphenylhydantoin sodium, Parke-Davis) 
is available in 0.03 Gm. (% gr.) and 0.1 Gm. (1% gr.) Kapseals, 
in bottles of 100 and 1000. 


DETROIT 32, MICHIGAN 
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Whether it be relief froma 
lesser degrees of postural or 
occupational strain, or as 
an aid in treatment follow- 
ing injury or operation, the 
Camp group of scientifically 
designed orthopedic supports for 
men, women and children will be 
found ‘‘comprehensive.’’ Sacro- 
iliac, Lumbosacral and Dorso- 
lumbar supports may be prescribed 
for all types of build. The Camp 
system of construction fits the sup- 
port accurately and firmly about 
the major part of the bony pelvis 
as a base for support. The unique 


system of adjustment permits the _ 


maximum in comfort. Physicians 
may rely on the Camp-trained fit- 
ter for the precise execution of all 


instructions. 
If you do not have a copy of the 


Camp ‘Reference Book for Phy- — 


sicians and Surgeons’’, it wil be 
sent on request. 


Scientific SuppertS 


THIS EMBLEM is displayed only by reliable merchants 
in your community. Camp Scientific Supports are never 
soid by door-to-door canvassers. Prices are based on 
intrinsic value. Regular technical and ethical training of 
Camp fitters insures precise and conscientious attention 
recommendations. : 


CAMP ANATOMICAL SUPPORTS 
for ORTHOPEDIC 


S. H. ‘CAMP & COMPANY, JACKSON, MICHIGAN 
World’s Largest Manufacturers of Scientific Supports 
Offices in New York ¢ Chicago © Windsor, Ontario * London, England 
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if she is one of your patients... 


... She depends on your help for a speedy return to gainful occupation. 
Women seeking employment who are nervous, apprehensive and generally 
distressed by symptoms of the climacteric, may find it difficult to meet 
competition. “Premarin” offers a solution. Many thousand physicians 
prescribe this naturally-occurring, oral estrogen because... 


1. Prompt symptomatic improvement usually follows therapy. 
2. Untoward side-effects are seldom noted. 
3. The sense of well-being so frequently reported tends to quickly 
restore the patient's confidence and normal efficiency. 
4. This ‘Plus’ (the sense of well-being enjoyed by the patient) 
is conducive to a highly satisfactory patient-doctor relationship. 
5. Four potencies provide flexibility of dosage: 2.5 mg., 1.25 mg., 
0.625 mg. and 0.3 mg. tablets; also in liquid form, 0.625 mg. 
in each 4 cc. (1 teaspoontul). 


While sodium estrone sulfcte is the principal estrogen "Sy: 
in “Premarin,” other equine estrogens...estradiol, ‘eu 
ilin, equilenin, hippulin...are probably also pres- ete ls 

® 


ent in varying amounts as water-soluble conjugates. 
ESTROGENIC SUBSTANCES (WATER-SOLUBLE) 
also known as CONJUGATED ESTROGENS (equine) 


Ayerst, McKenna & Harrison Limited 22 East 40th Street, New York 16, New York 
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CHECK 
LIST 


for choice of 
a laxative 


Phospho- rypE OF 


Soda 
(FLEET) ACTION 


Prompt action 
Thorough action 
VY Gentle action 


SIDE 
EFFECTS 


W Free from 
Mucosal Irritation 
Y Absence of Con- 
stipation Rebound 


Development 
f Tol 
... through freedom from 
Dehydration undesirable side effects 
Y of clinical preference. for Phospho-Soda (Fleet) 
Nutritive Elements "stems in large part from its freedom from unde- — 
Y Causes no _ sirable side effects. This desideratum, togeth 
Pelvic ‘its controlled action and ease of adminis- 
No Patient ation, assure safe, effective anticostive therapy 
from every prescription of this “tried and true” 
laxative agent. Clinical samples on request. 
FLEET CO., INC. - LYNCHBURG, NIA 
“PHOSPHO-SODA ond FLEET 


Cumulative Effects 
e trade-marks of C 


W Flexible Dosage 
W Uniform Potency 
Pleasant Taste 


Phospho- Soda (Fleet) isa $0; 

ution containing in each 

cc. sodium biphosphat Gm 
Gm 
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FULFILLING EVERY | 
REQUIREMENT OF EFFECTIVENESS. 
AND PATIENT-ACCEPTANCE 


TRADEMARK REG U.S PAT OFF~ 


VAGINAL JELLY 


Immobilizes sperm. in the 
fastest time recognized coun. or 
under the Brown and 
Gamble tec hniqu ique “+ 
2) Occludes the cervix for as long as 
10 hours—effective barrier action 
Nonirritating and nontoxic 
—safe for continued use 
Crystal clear,’nonstaining, delicately 
fragrant—esthetically agreeable 
Will not liquefy at body tempera- 
ture—not excessively lubricating 


FOR ECONOMY TO YOUR PATIENT 
SPECIFY THE LARGE FIVE-OUNCE SIZE 


JULIUS SCHMID, INC. 


3 West 55th St., New York 19,N.Y 
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DIPHTHERIA TETANUS PERTUSSIS 


SIMPLIFIED 
simultaneous 
immunization 


. a decrease in the number of injections will go far to make the 


practice of pediatrics more tolerable.” (Fischer: J. A.M. A. 13421064, 1947) 


Office routine simplified . . . each injection is the same—0.5 ce. 


Patient discomfort and reactions minimized 


Lower expense for physicians and institutions 


Easier injection because the product is exceptionally fluid 


1.5 ce. vials — 1 complete immunization; 7.5 cc. vials —5 complete immunizations, 


DIPHTHERIA 


and 


TETANUS TOXOIDS 


Alum Precipitated and 


PERTUSSIS VACCINE 
COMBINED SQUIBB 
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@ A Dvozine Dulcet Tablet is medicine 
all right—two potent sulfonamides — but 
to the child it’s a pale orange cube that 
‘tastes like tutti-frutti candy all the way 
through. Each DuozinE Dulcet Tablet con- 
tains 0.15 Gm. sulfadiazine and 0.15 Gm. 
sulfamerazine—as stable and accurate as it 
is possible to compound. The antibacterial 
effect is the same as 0.3 Gm. of either drug, 
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but the risk of crystalluria is only as great 
asthatof 0.15 Gm. ofone of thesulfonamides. 
Indications and dosage are the same as for 
unflavored tablets. DvuozinE Dulcet 
Tablets are available on prescription through 
your pharmacy. Write for literature today. 
Assort Lasoratortes, North Chicago, Ill. 


@ Specify Abbott’s Sulfadiazine- 
Sulfamerazine Combination 


®yeoicateo SUGAR TABLETS, ABBOTT 


TRADE MARK 


(Sulfadiazine 0.15 Gm.—Sulfamerazine 0.15 Gm. Combined, Abbott) 
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going your way 


FOLLOWING a parallel route to a similar 
destination, the ethical pharmaceutical 
maker necessarily keeps the progress and 
direction of scientific medicine constantly 
in view. 

For a closer look at medicine's progress 
and full comprehension of its implications, 
the Smith-Dorsey Company has expanded 
its research facilities, secured increased re- 
search grants and added research personnel. 


THE SMITH-DORSEY COMPANY - Lincoln, Nebraska 


BRANCHES AT LOS ANGELES AND DALLAS 


4 
| : 
| 
| 
a 
: 
: 
~ 
| 
} 
| 
| 
| 
| 
| 
| 
; 
| 
A 
| 
| 
} 
} 
| 
| 
} 


THE JOURNAL OF THE KANSAS MEDICAL SOCIETY 


A VITAL FACTOR IN 
THERAPY 


The sound and wholesome nutritious 
diet is an integral part of modern day 
preventive and definitive therapy. A 
steady stream of adequate amounts of all 
the essential nutritional elements is vital 


for good growth, maintenance of tissue ° 


structure and functioning, healing after 
trauma, and resistance to infection. For 
maintaining this daily, steady stream of 
nutrients, however, conditions both in 
health and illness often make imperative 
the use of an efficient food supplement 
along with the diet. 

The multiple dietary food supplement 
Ovaltine in milk has wide usefulness for 
enhancing to full adequacy even nutri- 
tionally poor diets. Its rich store of vita- 


mins and minerals includes vitamins A 
and D, ascorbic acid, thiamine, ribo- 
flavin and niacin, and calcium, iron and 
phosphorus. Its nutritionally complete 
protein has excellent biologic rating. 
Since these vital nutritional values 
along with carbohydrate and easily emul- 
sifiable milk fat are incorporated in liquid 
suspension or solution, Ovaltine in milk 
is also especially adapted to liquid diets. 
The highly satisfying flavor makes for its 
ready acceptability when foods are often 


distasteful. 


The important overall nutrient con- 
tribution of three glassfuls of Ovaltine 
mixed with milk is presented in the 
accompanying table. 


THE WANDER COMPANY, 360 N. MICHIGAN AVE., CHICAGO 1, ILL. 


Three servings of Ovaltine, each made of ¥2 oz. of 
Ovaltine and 8 oz. of whole milk,* provide: 


*Based on average reported values for milk. 


Two kinds, Plain and Chocolate Flavored. Serving for 
serving, they are virtually identical in nutritional content. 
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VITAMIN 30.0 mg, Se | 
PHOSPHORUS............... 0.94 Gm. VITAMIN 417 LU, SSE 
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FOR BIGGER JOBS! 


e Are you confined to fluoroscopy because you “just don't 
have the room” for both radiography and fluoroscopy? The 
Keleket KY Mobile Unit gives you both . . . fills a tremendous 
need in your practice, yet occupies very little room. 


e And this great diagnostic aid is just as mobile as it is ver- 
satile! Use it at your desk or examination table ... in a 
darkened room for fluoroscopy ... when you're finished, roll it 
out of the way in any corner. 


NOTE THE KELEKOTE! e The KY Mobile Unit is simple and easy to use, too! You 
Bright white . . . no drab black... the don’t have to know mechanical and electrical engineering to 
latest finish for beauty and utility in your get perfect exposures quickly and with a minimum of effort. 


office—exclusive Keleket development. Ask Detailed literature on request 
for new descriptive literature. : 


CCOUFAL-KELEKET X-RAY COMPANY 


1212 West Murdock -— Wichita 3, Kansas 
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Aqueous Suspension 
of Mineral Oil 


DIRECTIONS: Adults, one table- 
spoonful. Children over six years 
old; one teaspoonful. May b 
thi with water, milk or fruit 
juice if desired. 
CAUTION: To be taken only at 
bedtime. Do not use at any other 
time or administer to infants,except 
he advice of a physician. 


SHAKE WELL 


\WCORPORATED PHILADELPH! 


See 


By intravenous 
injection, NEo-Iopax* 


provides not only a “bright 


urogram” that permits accurate 


diagnosis, but also significant free- 


dom from severe systemic reactions. 


Sterile, crystal clear and containing no for- 


eign particles, NEo-Iopax has justly earned its 


‘enviable record for relative safety among uro- 


graphic agents. 


(brand of sodium iodomethamate) 


When retrograde pyelography is indicated, Neo-Iopax will also be chosen 


because it is nonirritating to delicate urinary tract membranes. 
*® 


CORPORATION: BLOOMFIELD, N. J.. 
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Yes, that’s what throat 

specialists reported 
after making weekly 
examinations of the 

throats of hundreds of 
men and women from 
coast to coast who 

smoked Camels, and: 
only Camels, for 30. 
gonsecutive days. 


According to a Nationwide survey: 


than any other cigarette 
When three leading independent research organizations asked 113,597 
doctors what cigarette they smoked, the brand named most was Camel 


: 
| bud 
3 
BLEND 
CIGARETTES 
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YEARS TREATING ALCOHOL 
AND DRUG ADDICTION 


In 1897 Doctor B. B. Ralph developed 
methods of treating alcohol and narcotic addiction that, by the 


standards of the time, were conspicuous for success. 
Twenty-five years ago experience had bet- 


tered the methods. Today with the advantages of collateral medicine, 


treatment is markedly further improved. 
The Ralph Sanitarium provides personal- 


ized care in a quiet, homelike atmosphere. Dietetics, hydrotherapy and i 
massage speed physical and emotional re-education. Co-operation 


with referring physicians. Write or phone. 


She 
RALPH 


SANITARIUM 


Ostablished 1897 


Ralph Emerson Duncan, M.D. 
DIRECTOR 


529 HIGHLAND AVENUE @ KANSAS CITY 6, MISSOURI 
Telephone Victor 3624 
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THE 


LUZIER 
GIFT SERVICE : 


Fine Cosmetics and Perfumes make ideal gifts for many occasions including Christmas. 
While practically everything in the Luzier Service makes a suitable gift, many of the items 
are particularly appealing for this purpose. The Cosmetic Consultant who distributes Luzier 
preparations in your community will be pleased to show you the complete Luzier Gift Serv- 
ice. Our photograph shows just a few of the many items which may be obtained for less than 


five dollars. 


LUZIER’S FINE COSMETICS AND PERFUMES 
Are Distributed in Kansas By: 


BURBRIDGE AND BURBRIDGE, Divisional Disrtibutor 
519-520 Continenal Bank Building 
Lincoln, Nebraska 


DISTRICT DISTRIBUTORS 


CHINN AND CHINN KERN WISMAN VERN HAZELL 
324 N. Rutan 1123 So. 14 401 East 9th 
Wichita, Kansas Lincoln, Nebraska Hutchinson, Kansas 


LOCAL DISTRIBUTORS 


BETTY GROSSHANS | MAXINE DELFORGE HYDE & HYDE - 
Warren Hotel 1911 Grove St. P. O. Box 849 
Salina, Kansas Topeka, Kansas Dodge City, Kans. 
ERMA WELLS JUANITA DOUGLAS ETHEL PERRY OTTIE HOOD 
Room 200, 635 Kansas 4232 S. Broadway P. O. Box 275 P. O. Box 309 


Topeka, Kansas Wichita, Kansas Ft. Dodge, Kansas Hutchinson, Kans. 
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SUPPOSITORIES 
ILBESTROL, 0, 


Low-Cost Estrogenic Therapy 


Today, not one of your patients need be denied the 
benefits of estrogenic therapy whenever it is indicated. The 
physiological effects of diethylstilbestrol are almost in- 
distinguishable from those of natural estrogens. Scores of 
published reports testify to the effectiveness of diethylstilbestrol 
in relieving symptoms of the menopause, senile vaginitis, 
painful engorgement of the breasts postpartum, and 
‘functional uterine bleeding.” 

Diethylstilbestrol, Lilly, is available in tablets, ampoules, 
and vaginal suppositories in dosages to fit every 
indication. Complete literature is available upon request. 


Liltty 


ELI LILLY AND COMPANY, INDIANAPOLIS 6, INDIANA, U.S.A. 


is 
KEEP NAO 7OL PLACE ‘ 
mg. 
0.25 
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A 15" x 12” reproduction of this illustration 
by George Garland is available upon request 


MEDICAL RESEARCH 
IS IN THIS PICTURE 


Take away the joy of participating in the affairs of youth, 
and life would lose much of its sparkle. This middle-aged 
mother is enjoying the occasion of her daughter’s first 
formal “prom’’ as much as if it were her own. 

Fortunately, most womer undergoing the menopause do not 
need the help of an endocrinologist. For those who do, his 
knowledge and services may mean the difference between 
semi-invalidism and comparatively normal health. 

Pharmaceutical preparations of the sex hormones, whenever 
indicated, are valuable tools of the physician. Many useful 
products have already been made available. At the Lilly 
Research Laboratories, pharmacologic and clinical 
investigations are being energetically pursued with the view of 
further clarifying this complex subject. Significant developments 
are reported to the medical profession without delay. 


LILLY SPECIALISTS SERVE THE MEDICAL PROFESSION 
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Ulcerative Colitis: A Medical and Surgical Problem * 


Thomas T. Mackie, M.D.** 


Ulcerative colitis is a potentially progressive, 
chronic, inflammatory disease which produces per- 
manent and often severe damage to the colon. It 1s 
characterized by spontaneous remissions of variable 
duration. The pathologic process usually begins in 
the rectum and spreads proximally; less often the 
initial involvement is proximal in location with sub- 
sequent extension distally. Each succeeding period 
of clinical activity is accompanied by further exten- 
sion leading to widespread destruction of the mu- 
cosa, extensive fibrosis with shortening and narrow- 
ing of the colon, polypoid degeneration, and ulti- 
mately to involvement of the terminal ileum. Ap- 
proximately seven per cent of cases terminate with 
carcinoma which develops in the affected portion 
of the large intestine.! 

The succeeding cycles of activity and quiesence 
frequently present protean clinical manifestations in 
the fields of nutrition, hematology, allergy and the 
physiology of the gastro-intestinal tract. Surgical 
complications requiring palliative procedures are 
common. Radical definitive surgery is often neces- 
sary. Successful treatment of severe advanced cases 
requires the combined judgment of the surgeon and 
the internist. 

The disease has long been considered to be the 
expression of local infection of the colon. Many 
investigations have been undertaken to demonstrate 
a specific infectious agent. While various organ- 
isms have been incriminated in the past, proof of a 
specific infectious etiology is lacking. The report 
of Hurst? in 1921 that a chronic inflammatory type 
of colitis was a not infrequent sequel of bacillary 
dysentery gave impetus to the specific infection 
theory. The possible importance of the Shigella 
group has subsequently been stressed.> However the 
relative infrequency with which members of the 
dysentery group of bacilli have been recovered and 


*Presented before the 90th Annual Session, Kansas Medical 
Society, Topeka, Kansas, May 10, 1949. 

' Professor _ of Preventive Medicine; Director, Institute of 

Tropical Medicine, Bowman Gray School of Medicine. 


Winston-Salem, North Carolina 


the uncertain significance of the agglutination re- 
action in chronic infections do not support the con- 
tention that these organisms are usually con- 
cerned.45° While a diplo-streptococcus has been 
stated to be the specific etiologic agent,’ this theory 
likewise has proven inacceptable. Strains have been 
shown to differ among themselves in important bio- 
logic characteristics and to have close immunologic 
relationships to the enterococci, ubiquitous intestinal 
organisms of low pathogenicity.8 In similar fashion 
suspicion directed to other agents has lacked con- 
firmation. 


Other etiologic mechanisms than infection have 
had their proponents. Andresen first called attention 
to the important role of food allergy in certain 
cases.? The thesis has been advanced that psycho- 
genic factors operating through the autonomic ner- 
vous system to produce hyperperistalsis and spasm 
are the fundamental factors.!° The demonstration 
that persistent spasm of the musculature of external- 
ized portions of the colon of experimental animals 
leads progressively to mucosal congestion, bleeding, 
and finally to ulceration has been advanced in sup- 
port of this theory. Although the autonomic ner- 
vous system, especially the intrinsic nervous mech- 
anism of the colon, unquestionably plays an im- 
portant role, proof is lacking that personality de- 
fects and autonomic imbalance are primary rather 
than secondary factors. 


More recently an intriguing hypothesis has been 
advanced by Gill! He postulated that chronic ul- 
cerative colitis is the expression of a deficiency of a 
protective substance normally present in the mucosa 
of the small intestine. He reported that adminis- 
tration of dried preparations of the small intestine 
of the pig was followed by complete remission in 
a number of the limited group of patients treated. 
Favorable preliminary results have likewise been 
reported in this country.!3 Final evaluation of this 
thesis is not yet possible. No active principle has 
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been demonstrated. The number of patients treated 
and the periods of observation are not adequate. 

General Mechanism. Our own studies have led 
us to the concept that chronic ulcerative colitis is 
the result of a polyvalent mechanism involving the 
combined action of a number of factors.!4: 15 

The more important of these appear to be primary 
and secondary infection; sensitization of the colon 
to foreign protein; primary and secondary nutri- 
tional deficiency states; and secondary physiologic 
disturbances of the gastro-intestinal tract affecting 
both secretory and motor function. These conclu- 
sions are based upon observations of some 200 cases 
studied over periods ranging from a number of 
months to over 10 years. 

Infection. The bacteriologic studies have yielded 
a variety of organisms including the enterococcus, 
various streptococci, Salmonella paratyphi A and B, 
other unidentified members of the salmonella group, 
Shigella paradysenteriae and Shigella sonnei, and 
Proteus morganit. The evaluation of cultural find- 
ings is difficult. Distinction between primary and 
secondary invaders cannot be made with certainty. 
Definite proof of pathogenicity for the host is un- 
obtainable and evidence based upon association has 
little validity. For practical purposes, therefore, one 
is forced to assume that a species known to be cap- 
able of producing an inflammatory reaction in the 
colon may be of importance in the particular case. 

Allergy. The clinical studies have suggested that 
the inflammatory process in the colon predisposes to 
the development of local sensitivity to foreign pro- 
tein. It is an old observation that exacerbation or 
recurrence of the colitis may occur in the course of 
an acute upper respiratory infection. Those who 
have used vaccine therapy have not infrequently 
had the unhappy experience of observing an acute 
flare-up of the disease within a few hours following 
overdosage of an autogenous vaccine. Finally, our 
studies have amply confirmed the statement that 
food allergy plays an important role in a significant 
number of cases.!© 

Deficiency. Mixed nutritional deficiency states 
are usual in the severe cases and may be responsible 
for fatal outcome.'!? They are the expression of in- 
adequate supplies of certain vitamins, of biologic- 
ally complete protein, and mineral salts. The asso- 
ciated clinical phenomena show great variation. 
Such syndromes as pellagra, peripheral neuritis, 
hypoproteinemia, tetany, hemorrhagic states, and 
transitory macrocytic anemia are not uncommon. 

Physiology. Secondary changes in the physiology 
of the gastro-intestinal tract develop as the disease 
progresses. The secretory function of the stomach, 
the absorption and motor function of the small 
intestine, and the motor activity of the colon are 
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altered. Fractional gastric analysis following hista- 
mine stimulation reveals anacidity or hypo-acidity 
in approximately 40 per cent of all cases. Hyper- 
acidity rarely occurs. 

Functional changes in the small intestine demon- 
strable by x-ray appear as the nutritional deficiencies 
develop.'8§ They are indistinguishable from those 
observed in sprue!? and are accompanied by defec- 
tive absorption of the food substrate. 

Serial films of the abdomen after oral adminis- 
tration of barium sulphate in water frequently re- 
veal marked delay in the forward progress of the 
opaque meal through the colon. There is pro- 
longed retention in the cecum and ascending colon 
accompanied by spasm of the distal portion, and 
frequent small evacuations consisting principally 
of blood and mucus. This dissociation of motor 
function creates the paradox of constipation in the 
presence of apparent diarrhea. 

Discussion. Present evidence indicates that the 
primary phase of ulcerative colitis is initiated by 
infecticn of the mucosa of the colon. This may be 
produced by a variety of potentially pathogenic 
organisms. Damage to the mucosal barrier permits 
secondary infection by other bacteria present in the 
intestinal contents. The factor of infection, there- 
fore, rapidly becomes complex and maintains the 
inflammatory reaction irrespective of the presence | 
or absence of the primary invaders. 

‘Sensitization of the colon appears to develop 
after the onset of the primary pathologic reaction. 
Fixation of antigenic substances in inflamed tissues 
has been demonstrated in experimental animals. 
Subsequent administration of the homologous anti- 
gen precipitates an acute local allergic inflamma- 
tion.2° 21 Other experimental work has shown that 
the colon may properly be classed as a shock organ.?? 

Identification of this factor of sensitization is 
frequently difficult. The studies of food allergy 
indicate that this mechanism is not constantly opera- 
tive in the sensitized individual. The natural cycle of 
ulcerative colitis may be divided into four quadrants 
representing respectively the stages of active disease; 
convalescence; quiesence; and early recurrence. 
Seventy-three per cent of the allergic cases yield 
evidence of food sensitization in the stage of active 
disease; 10 per cent in the stage of convalescence; 
and only three per cent in the quiescent periods. 
During the early stages of recurrence the percentage 
rises to 20. 

These observations are in accord with the gen- 
eral concept that allergic individuals tend to pass 
through successive phases of active reaction and 
relative desensitization. They suggest that the stage 
of acute recurrence of the colitis is a manifestation 
of the stage of active reaction and that the onset of 
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convalescence is an expression of relative desensi- 
tization. In the presence of such a mechanism the 
completeness and duration of remission will depend 
upon the degree of desensitization and the accuracy 
of dietary management. If offending foods are not 
completely and permanently eliminated, resensiti- 
zation occurs and recurrence of the inflammatory 
process appears when the stage of active reaction 
again develops. 

Repeated study throughout at least one cycle of 
the disease may be required to obtain evidence of 
the existence of this factor. The great majority of 
patients give no history of allergic manifestations. 
They seldom suspect idiosyncrasy to particular foods 
since those commonly of importance in the indi- 
vidual mechanism are usual constituents of the daily 
diet. Skin tests do not provide dependable evidence. 
There is no parallelism between reactivity of the 
skin and sensitization of the colon. The responses 
to rigid elimination diets provide the only satis- 
factory evidence. Final evaluation must be based 
upon predictable changes in the appearance of the 
mucous membrane of the rectum and recto-sigmoid 
paralleling the successive withdrawal and addition 
of suspect foods. Appropriate permanent modifica- 
tion of the diet based upon such evidence is one of 
the most important therapeutic measures. 

The nutritional deficiencies may be primary or 
secondary. The conventional smooth or “colitis” 
diets are frequently inadequate to meet the phy- 
siologic requirements for protein and vitamins. They 
may Cause a true primary deficiency state. More 
commonly the deficiencies are secondary or condi- 
tioned. These result from incomplete utilization of 
an apparently adequate diet. In the presence of an 
established deficiency state the functional changes 
in the small intestine may lead to a pernicious spiral 
of progressive malnutrition. 

The altered physiology of the stomach and in- 
testinal tract contributes both to the symptomatology 
and to the progression of the disease. The gastric 
anacidity may be a factor in the severity of the 
diarrhea and distention. The motor dissociation of 
the colon and accompanying spasm augment abdom- 
inal pain and bleeding. The exhibition of opium 
derivatives and antispasmodics tends to increase this 
dysfunction although they may give some temporary 
symptomatic relief. The physiologic indications are 
for mild and continued catharsis preferably with 
small daily doses of sodium sulphate. 

The rational medical management of chronic ul- 
cerative colitis, therefore, depends upon investiga- 
tion and evaluation of the fundamental factors of 
infection, sensitization to foreign protein, nutri- 
tional deficiencies, and compensation for disturb- 
ances of the physiology of the gastro-intestinal tract. 
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The therapeutic armamentarium is varied. The basic 
diet should include at least 150 grams of protein, an 
excess of natural vitamin sources and a restricted 
content of starches and sugar. The factor of infec- 
tion may be attacked by the sulfonamides, certain 
of the antibiotic agents, and by antogenous vaccine. 
The specific procedures will vary from individual 
to individual in accordance with the bacteriologic 
findings. 

Evaluation and control of sensitization to food 
proteins depends upon the response to elimination 
diets in different quadrants of the natural cycle of 
the disease. If evidence of food allergy is obtained 
the particular food must be completely and per- 
manently eliminated. Artificial desensitization can- 
not be accomplished and spontaneous desensitization 
is not permanent. Correction of nutritional deficien- 
cies requires a completely balanced diet which pro- 
vides an excess of the specific food factors. In addi- 
tion, supplementary supplies particularly of the vi- 
tamin B complex and of vitamin A should be pro- 
vided. Measures to correct the altered physiology 
of the gastro-intestinal constitute the final impera- 
tive medical indication. 


When these principles are applied consistently 
throughout at least one full cycle of the disease, a 
significant proportion of cases can be controlled. 
Sixty-seven per cent of our patients have been defi- 
nitely improved or “apparently arrested”—we hesi- 
tate to use the word cured. The latter group, how- 
ever, is small comprising only 20 per cent of the 
total. 

The indications for recourse to surgery, the time 
for operative interference and selection of the pro- 
cedure to be performed may be difficult to decide. 
This is particularly true of the acute fulminating 
cases in which the mortality is high under either 
medical or surgical treatment. Temporary iliostomy 
is frequently recommended as an emergency or pal- 
liative measure to control an ominous immediate 
situation. Under such conditions it carries a pro- 
hibitively high mortality. It must be recognized that 
once iliostomy has been performed it is no longer 
possible to conduct the continuing studies of the 
mechanism of the disease which we have found 
essential to obtain control by medical means. Fur- 
thermore subsequent restoration of continuity of the 
intestinal tract by ilio-colostomy or ilio-sigmoidos- 
tomy is frequently followed by reactivation of the 
disease often with immediately fatal outcome. 

Recently vagotomy has been advocated for the 
acute fulminating cases.23 While brilkiant results 
have been reported it is probably too early to attempt 
final evaluation of this procedure. Our own limited 
experience has not been a happy one as regards 
late results. It is questionable whether such per- 
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manent interference with the integrity of the auto- 
nomic nervous system is desirable. The immediate 
post-operative results of vagotomy in the desperate 
cases, however, may be dramatic. This suggests that 
temporary interruption of innervation by vagal crush 
may provide a life-saving measure without the po- 
tentially serious undesirable results of nerve re- 
section. 

In the management of the long standing chronic 
cases with extensive permanent damage to the colon 
permanent iliostomy must receive very serious con- 
sideration. When performed as an elective pro- 
cedure after adequate pre-operative preparation the 
mortality rate is not high. It has been our practice 
to withhold this step until reasonably prolonged 
medical study has failed to provide the indications 
for therapy adequate to maintain the individual in 
reasonable health. Even in those instances in which 
medical measures alone prove adequate to control 
the activity and progression of the disease permanent 
iliostomy must still be kept in mind because of the 
real hazard of the development of carcinoma in the 
affected portion of the colon. Recognition of early 
malignancy in these cases especially in the presence 
of demonstrable pseudo-polypoid degeneration is 
impossible. Final decision therefore calls for the 
exercise of combined skilled judgment by the in- 
ternist and the surgeon. 
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Saddle Block Anesthesia in Obstetrics 


Robert L. Newman, M.D.* 
Kansas City, Kansas 


“Saddle block” is a term used to designate a form 
of low spinal anesthesia. The term, low spinal anes- 
thesia, usually implies that the areas supplied by the 
lumbar and sacral spinal roots are anesthetized. In 
saddle block, however, the lowermost sacral spinal 
segments, only, are involved and anesthesia is con- 
fined exclusively to the saddle area. 


Pitkin and McCormack reported on obstetrical 
spinal anesthesia in 1928; however, it did not at- 
tain any particular degree of acceptance until the 
demonstration by Cleland at McGill University in 
1933 showing that afferent impulses enter the cord 
from the uterine fundus at T11 and T12 and from 
the cervix, vagina and perineum at S2, 3 and 4. 
This knowledge was put to practical use by Hingson 
and Edwards in 1942 when they introduced con- 
tinuous caudal anesthesia. Adriani and Roman-Vega 
coined the term “saddle block” to describe this tech- 
nique which provides anesthesia limited to the sad- 
dle area. The technique was adapted to the relief of 
obstetric pain by Parmley and Adriani in 1946 and 
has been the subject of several subsequent reports. 


The most common drugs in use today for this 
purpose’ with their relative potency, according to 
Adriani, are listed. These potencies are not abso- 
lute but roughly as presented. Pontocaine is 10 
times as potent as novacaine or metycaine, and 
nupercaine is twice’as potent as pontocaine. Nuper- 
caine is supposed to be more toxic than pontocaine. 
However, both nupercaine and pontocaine have a 
much more prolonged action than novocaine, nuper- 
caine having the longer action. Considering these 
factors and striking a middle course, we decided to 
use pontocaine in a series of patients, given in a 
hyperbaric solution. After.a few trials we decided 
upon a dose of 2.5 mgm. in 4% cc. of 10 per cent 
glucose. That dosage was used in 206 “spinals” 
given to 202 patients. The technique was a modifi- 
cation of that described by Adriani and Roman- 


Vega. The patient was in a sitting position with the 
arms dangling between the legs and the head resting 
on her chest. Using sterile technique, a spinal tap 
was performed in the usual fashion at the third or 
fourth lumbar interspace with a small gauge, short 
bevel, spinal needle. Only as little fluid as possible 
was allowed to escape—just enough to be certain 
that the needle was in the spinal canal. The medi- 
cation was then injected, after mixing the 10 per 
cent glucose with the crystals of pontocaine, between 
uterine contractions and the patient remained in a 
sitting position for four minutes. We were par- 
ticularly anxious that the medication be firmly 
“fixed” at the lower end of the canal. Thirty to 60 
seconds is the time usually recommended for the 
sitting position. 


The patient was then placed on her back with her 
head slightly raised, by means of a folded pillow— 
the whole procedure requiring about 10 minutes. 
Usually within 60 seconds after administration of 
the drug, the patient began to notice tingling and 
numbness of the feet, but it required 10 to 15 min- 
utes for complete relief of pain in most cases. Blood 
pressure and pulse were recorded just before ad- 
ministration of the drug and every 15 minutes 
thereafter. 


No particular effort was made to “select” the 
cases who received this type of anesthesia, although 
we did not give it to every case by any means. It 
seemed foolish to give it to a multipara, for example, 
already eight cm. dilated on admission to the hos- 
pital and progressing very rapidly. We hesitated to 
give it to patients with toxemia and marked hyper- 
tension, although, as we have gained in experience, 
that has become something less of a contraindication. 
We did not give it to any patients having a localized 
infection on their back or to any suspected of having 


wcieparment of Obstetrics and Gynecology, University of Kansas RESULTS 
ter. 
Dose Excellent Good Poor 
DRU 
G EQUIVALENTS (ADRIANI) e.smem.| 101(80%) 79(38%) 26(12%) 
Drug Dose (5 Failures) 
PONTOCGAINE 2.5 mgm 2.4% 
PROCAINE (Novocaine) 25 mgm 
METYGAINE 25 mgm 5.O0mgm. 48 (46%) 50(48%) 7(6%) 
NUPERCAINE 1.25 mgm 


Figure 1 


Figure 2 
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CNS lues. Neither did we insist on giving it to any 
patient who objected to its use. 

The time of administration varied with the pa- 
tient and her progress—usually around eight cm. 
dilation in primipara and four to six cm. in multi- 
para. We have given it much earlier than that with 
good results. However, I am convinced that proper 
“timing” is of primary importance. Since we were 
primarily interested in trying to evaluate what one 
dose would accomplish, there were only four pa- 
tients that received a second spinal and none more 
than two: In this dosage there is no particular con- 
traindication to administering the drug more than 
once other than the increased danger of an added 
spinal tap. The patients were not tested for sen- 
sitivity prior to administration of the drug. No 
analgesic drugs were used during the first stage of 
labor except for an occasional dose of morphine 
used therapeutically. Subsequently, for the purpose 
of comparison, a 5.0 mgm. dose given under the 
same conditions was used in 105 patients, none of 
whom received more than one “spinal.” 

The age of the patients in both groups varied from 
14 to 41 years with the results as presented. About 
50 per cent of patients whether receiving a 2.5 mgm. 
or 5.0 mgm. dose obtain “excellent” results requir- 
ing no additional anesthesia for delivery or repair. 
Approximately 40 to 45 per cent of patients in each 
of the two groups obtained a “good” result, requir- 
ing some additional anesthesia, usually nitrous oxide, 
for delivery but in all cases there was perineal anes- 
thesia for any necessary episiotomy and repair. Even 
when it was necessary to supplement the saddle 
block, definitely less inhalation anesthesia was re- 
quired and the baby was not subjected to any insult 
other than the required amount of inhalation anes- 
thesia. Even if it was necessary to completely put 
the patient to sleep at delivery, which happened 
only rarely, it was not necessary to subject her to 
the additional danger of a second inhalation anes- 
thesia for repair of episiotomy or lacerations. 

A “poor” result was listed as one in which the 
anesthetic either failed or wore off prior to delivery. 
The improvement in the poor results in the 5.0 
mgm. series as compared to the 2.5 mgm. series with 
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the elimination-of the “failures” was probably due 
to improved technique and timing rather than the 
increased dosage. 

From these results ong can say that the anesthetic 
is satisfactory from the! viewpoint of the doctor in 
90 per cent to 95 per cent of patients. 

The duration of anesthesia definitely affected the 
result. After the first hour, the proportion of re- 
sults shifts from the “excellent” to the “good” col- 
umn. The “poor” results obtained in the first hour 
might be explainable on the basis that the saddle 
block was administered too close to the time of de- 
livery in that it did not reach its maximum effect. 
That does not explain the “poor” results scattered 
through the different time periods. In some patients 
the effect of the drug seemed to wear off unusually 
fast. It would appear that the five mgm. dosage 
eliminated some of the poor results, although that 
could be explained on improved technique and 
experience. 


RESULTS 


Primipara 
2.5mgm. |5.0mgm. 
71 (48%)| 34(51%) 


Multipara 
5.0mgm. 
14(37%) 


2.5mgm. 
28 (49%) 


Excellent 


Good 26 (45%)| 22 (58%)| 55 (37%) 28 (42%) 


Poor 3(6%) | 2(5%) J23(1I5%)| 5(7%) 


Figure 4 


The results obtained in primipara and multipara 
with both the 2.5 mgm. and 5.0 mgm. dosage was 
very similar with perhaps slight improvement of 
results in primipara with the larger dose. Added 
experience may be the deciding factor here, also. 

There were eight fetal deaths in the total of 310 
infants in both series, none of which would seem 
in any way related to the anesthetic used. 


FETAL MORTALITY 


2.5mgm. = 204 infants =5 deaths (2.4%) 


1=3960 gm. Stillborn = Operative delivery 
DURATION OF ANESTHESIA 
21880 gm. Died 30min.PP. = Syphillis 
Time before | Excellent Good Poor 3=3530gm. Stillborn = Thrombosis Umbilical Cord 
delivery 2.5mgm. | 5.0 mgm. 2.5mgm. 5.0mgm. | 2.5mgm. | 5.0mgm. 4=4320gm. Stillborn = Syphillis; Operative delivery 
the. 56 30 17 19 6 re) 5=1040gm. Died Sdays PP = Prematurity 
5.0mgm.= 106 infants = 3 deaths (2.8%) 
2 hrs. 35 15 41 19. 4 1 =3040 9m. Died hrs. PP. = Atelectasis 
2=2400gm. Died Sdays P.P. = Congenital Abnormalities 
3 hrs. 10 3 12 16 Stillborn = Operative delivery 
2 


Figure 5 
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‘n studying these cases there appeared to be only 
three complications that were of importance or in 
any way related to the saddle block anesthesia, the 
incidence of forceps, the frequency of postpartum 
headaches, and slowing of the progress of labor. 
From the results in this small series there was no 
apparent increase in the incidence of forcep 
deliveries. 

Headaches were a bothersome complication; usu- 
ally they were mild but there were a few which 
were severe, lasting as long as six weeks. The dif- 
ference in the incidence of headaches in the 2.5 
mgm. and 5.0 mgm. series is probably explained 
by the fact that most of the 5.0 mgm. patients have 
been delivered in the cooler months of the years. 


COMPLICATIONS 
Forceps Headaches Cessation of Labor 

25mgm.| 15 (7.4%) 21 (10.3 %) 2 (08%) 

Primip = 13 

Multip = 2 
5.0mgm.| 8 (7.6%). 6 (5.7%) 6 (5.7%) 

Primip =6 

Multip = 2 

Figure 6 


The incidence of headaches definitely increases dur- 
ing the hot summer months. 

Cessation or slowing of labor was very difficult 
to evaluate properly, but there would seem to be a 
definite increase in the incidence of this complica- 
tion with the larger drug dosage. 

Very few of the patients in either group showed 
any marked drop in blood pressure. As a matter of 
fact only one patient out of the 307 had a sufficient 
drop in blood pressure to produce slowing of the 
fetal heart rate. That incident occurred in a patient 
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202 patients 105 patients 
2.5mgm. 5.0 mgm. 
Diastolic B.P. below 6GOmm. Hg 6 2 
ker “ §5mm. Hg 
bs "50mm. Hg 2 
Systolic B.P. below 100mm. Hg 5 5 
Figure 7 


who received a dose of 2.5 mgm. It was a transitory 
phenomenon, promptly relieved with the adminis- 
tration of oxygen, and no discernible bad effects 
were noted in either the mother or baby. 

From these results it would seem that with ex- 
perience in the use of saddle block anesthesia one 
can expect satisfactory results in 90 per cent to 95 
per cent of patients. In about 50 per cent there 
will be no necessity of additional anesthesia. The 
results are improved very slightly, if at all, with the 
larger dose of the drug and there may be increased 
incidence of slowing.the progress of labor. On the 
other hand, there does not seem to be increased dan- 
ger to the mother with the larger dose of the drug. 
The results, however, would argue in favor of the 
2.5 mgm. dose. 

The possible dangers and complications in saddle 
block anesthesia must never be forgotten, but this 
type of anesthesia would seem to be a definite and 
valuable adjunct to obstetrical practice. 
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Reiter's Syndrome: A Case Report 
Robert P. Norris, M.D.* 


Wichita, Kansas 


Introduction 

The clinical syndrome Reiter's disease was de- 
scribed originally by a German physician of that 
name in 1916. His case concerned a German soldier 
who presented the triad of urethritis, conjunctivitis, 
and polyarthritis which followed a minor episode 
of diarrhea. Reiter reported the isolation of atypi- 
cal spirochetes from the blood and he considered 
these the etiologic agent. In recent years there have 
appeared in the literature, reports of cases of this 
triad varying from one to 57 in number. Some 
authors feel that cases of the triad were reported 
prior to Reiter’s case, but these were apparently 
not recognized as clinical entities. The first case 
reported in America was described by Bauer and 
Englem<cn! in 1942. 


Etiology . 
As stated, in the original case described by 


Reiter, an atypical spirochete was reportedly found . 


in the blood; this was considered the causative agent 
and Reiter suggested the name “Spirochaetosis Ar- 
thritica.” In the many cases reported since that time, 
only one investigator (Macfie) has been able to 
obtain a similar organism. This one was obtained 
from the urethral discharge of a similar case. Most 
men agree that the onset and course of the disorder 
would suggest an infectious etiology with the uro- 
genital tract as the probable site of invasion. The 
investigators stress the lack of venereal disease in 
the history in most cases. Gersh and Reich* reported 
bacteriologic studies which suggested a non-hemo- 
lytic staphylococcus albus as the etiologic agent. An 
inoculation of a guinea pig inguinal gland with this 
organism was followed by a purulent urethritis 
which yielded a culture of non-hemolytic staphyk- 
coccus albus. Pfleger!! cultured enterococci from the 
blood stream and bowel of a patient with Reiter’s 
syndrome and considered this organism as the cause. 
Many varied organisms have been considered as the 
etiologic agent with no proof of pathogenicity for 
any of them. Virus etiology has been considered but 
repeated attempts to discover inclusion bodies from 
conjunctival scrapings have failed. Allergy has been 
considered without much support. As reported by 
Vallee,'4 the most promising bacteriological work 
has been done by Dienes. He has cultured pleuro- 
pneumonia-like organisms from the urethra of a 
case with arthritis and urethritis. Similar organisms 
have been found in rats suffering from arthritis and 


*From the Medical Dept., The Wichita Clinic, Wichita, Kansas. 


from the conjunctival sacs of normal mice. They 
have been cultured from the vagina in women: hav- 
ing leukorrhea and from the urethra of males with 
a “non-specific” urethritis. The organism is quite 
pleomorphic; in one form it is said to be filtered 
like a virus and in another form it may have an 
intracellular parasitic existence. More recently 
Young and McEwen! reported seven cases of bacil- 
lary dysentery that subsequently developed the com- 
plete Reiter’s syndrome. Four of. six cases tested 
showed positive agglutinations for Shigella organ- 
isms. In their opinion, Reiter's syndrome is a par- 
ticular combination of the recognized complications 
of bacillary dysentery; namely, arthritis, urethritis 
and conjunctivitis. In support of this latter view is 
a report of Florman and Goldstein, who report the 
observation of a four-year old boy with the typical 
triad of Reiter's syndrome and who showed a posi- 
tive Shigella titer of 1:1280 during the illness and 
gradual decrease to 1:40 as the illness subsided. So 
we see, as in many disorders of unknown etiology, 
many possible agents are given support by various 
investigators. 


Clinical Picture 

In consideration of the clinical picture, the dis- 
ease is usually seen in young men in their early 
twenties. As mentioned above, Florman and Gok- 
stein? report the triad appearing in a four-year old 
boy. Most cases will show urethritis as the initial 
symptom. This will start with burning on urination 
followed soon by frank purulent white discharge 
from the urethra. Usually the triad of urethritis, 
conjunctivitis, and arthritis will be complete within 
the first week of the illness. The disease may start’ 
with any of the three main parts of the triad as the 
initial symptom. Several cases, including Reiter's 
original case, have started with diarrhea as the initial 
finding. When diarrhea is present, it is usually mild. 
The course from onset to complete recovery is less 
than two to three months. The arthritis is rather 
persistent and is reported as lasting from two to four 
months. In outward appearance the joint involve- 
ment may resemble acute rheumatoid arthritis rather 
closely; there is periarticular swelling and redness. 
There is exquisite pain in passive motion and the 
patient will avoid motion during this stage as much 
as possible. This of course, favors muscle atrophy 
due to disuse. The conjunctivitis and urethritis are 
usually transient, lasting a few days to one or two 
weeks. The conjunctivitis may be rather severe, but 
usually there are no permanent visual defects. The 
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urethritis usually causes redness and edema at the 
urethral meatus and lesions are commonly seen on 
the glans which resemble the skin lesions in cases 
showing keratodermia blenorrhagica. 

It is uncommon to see any complication or per- 
manent deformity resulting from the arthritis and 
according to the literature, nearly all progress to 
complete recovery. Holander’ reported 53 cases 
which showed some clinical variation; 32 of these 
had the typical Reiter's syndrome with the com- 
plete triad, but the other 21 had only urethritis and 
arthritis. These latter cases were comparable in all 
other respects. For this reason, Hollander feels that 
they are doubtless the same disorder and proposes 
the name “infectious urarthritis” to include both va- 
rieties. Six of Hollander’s cases showed kerato- 
dermia blenorrhagica without gonorrhea, as did 
the case in this report. This skin disorder usually 
clears within two months. 

Any of the symptoms, especially the arthritis, may 
recur. Cases are described with recurrent conjunc- 
tivitis as the only symptom till after several months, 
the typical triad appeared. This was seen in the 
case reported by Vallee!*- in which the patient had 
recurrent episodes of the triad over an eight-year 
period, but at times in the interim he would com- 
plain only of mild conjunctivitis. Enlargement of 
lymph nodes and the spleen have been described, as 
has pleuritis. 


Laboratory Studies 

Study of the urine will reveal many pus clumps, 
occasional red blood cells, and traces of albumin, but 
usually no casts. The kidneys show normal power 
for concentration. The urine cultures reveal en- 
terococci in some cases. The blood frequently shows 
a secondary hypochromic anemia. The white blood 
count may be normal or elevated as high as 20,000 to 
25,000. Culture of synovial fluid from involved 
joints fails to reveal the causative agent. There are 
only inflammatory cellular elements in this fluid. 
As mentioned, conjunctival scrapings have failed to 
reveal the presence of inclusion bodies. Agglutina- 
tion for Brucella organisms is negative. Agglutina- 
tion for dysentery organisms has been reported 
positive.*, 15 Complement fixation for Neisseria 
gonorrhea is consistently negative. The blood Was- 
sermann is negative. The erythrocyte sedimentation 
rate is increased. Smears of the urethral discharge 
reveal gram-positive cocci in groups in many cases. 
These were described by Gersh and Reich* and were 
identified as non-hemolytic staphylococcus albus. 
Diphtheroids were also found in their cultures. 


Diagnosis 
The appearance of the triad of conjunctivitis, 
urethritis, and arthritis should arouse one’s suspicions 
that he may be confronted with a case of this syn- 
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drome. Absence of a venereal history and failure 
to demonstrate gonorrheal origin should strengthen 
these suspicions. The diagnosis is one of exclusion. 
Gonorrheal arthritis must be considered; chills and 
fever are commonly associated with gonorrheal ar- 
thritis and may be useful in differentiating that dis- 
order. The similarity of the joint manifestations to 
those seen in rheumatoid arthritis make differentia- 
tion from that condition important. The duration 
of arthritis in Reiter's syndrome is usually short 
lived and this serves as an aid in differentiation. 
Also, some authors cite the failure of Reiter's syn- 
drome arthritis to respond to salycylates for pain re- 
lief as another differentiating factor. Other authors 
feel that the salicylates are effective in both condi- 
tions. 


The urethritis may appear outwardly like that of 
gonorrheal origin so smears and cultures are used 
for exclusion of Neisserian infection. A case of 
purulent urethral discharge with negative smears 
and cultures for gonococci should be considered as 
supporting this diagnosis; usually by the time the 
cultures are reported, the patient will have developed 
the entire triad if he is going to do so. By and large, 
if common causes of the separate portions of the 
triad are ruled out, the diagnosis is established. 


Treatment 


As in most disorders of unknown or uncertain 
etiology, the treatment of this disorder is largely 
palliative and results are as unpredictable as the 
cause. Numerous remedies have been used with al- 
most uniformly disappointing results. Penicillin has 
been used, but is of no specific help. Sulfonamides 
have been used with no apparent results. In fact, it 
has been stated by Hollander® that if a case that is 
suspected of being Reiter’s disease responds to 
chemo-therapy, it is most likely not Reiter's disease. 


Bed rest is necessary during the acute articular 
manifestations, but should not be prolonged as mus- 
cle atrophy may become severe due to disuse. Cer- 
tain authors feel that the bed rest is the best form of 
therapy available at the present time. Good nutri- 
tion must be maintained and adequate vitamin in- 
take is felt to be essential. Heat to the affected joints 
may give some relief. Foreign protein fever therapy 
has been used with variable results. In Europe 
“Arthigon” has been used for this purpose. Typhoid 
vaccine has been used in the United States with 
good results in some cases. 


For the arthritis, salicylates are used with variable 
results. Hollander® states that salicylates in doses 
up to eight or ten grams daily are helpful in con- 
trolling the joint pains. Rosenblum! feels that a 
combination of codeine and acetylsalicylic acid is 
the most helpful as an analgesic. Hartman? reports 
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the use of x-radiation in one case with “improve- 
ment.” 

Gold therapy is reportedly of no value and, as is 
known, may be hazardous, even when given conser- 
vatively. 

Symptomatic therapy is used for the ocular and 
urethral manifestations. 

Antispasmodics are helpful in relieving the pains 
in the lower urinary tract. Alkalinizing the urine 
may also be helpful. Boric acid packs and bland 
ointment for the eyes may relieve the eye symptoms 
somewhat. Sulfacetamide (30 per cent) eye drops 
are recommended and were quite helpful in our 
case. 

Case Presentation 

The case under discussion is that of a 20-year 
old white male who is unmarried and who was 
occupied at farming. His past history included af- 
fliction with measles, whooping cough, and chicken 
pox with no known complications. He had not had 
scarlet fever, diphtheria, rheumatism or known 
venereal disease. He had not served in the armed 
forces, being disqualified due to an infected piloni- 
dal sinus. There had been some mention at one 
Army examination that there was “something 
wrong” with his heart or lungs, but subsequent ex- 
amination of these organs was reported as normal. 

In January, 1946, he had the pilonidal sinus re- 
moved. Immediately following this, he developed 
pain and swelling of the left heel and foot before 
he left the hospital. He was given some “x-ray 
therapy” and the foot symptoms improved. He also 
developed “sinus trouble” but this was not incapaci- 
tating and he returned to his work. One year later 
in January, 1947, he began to note some ease of fa- 
tigue. In looking back, he says that he had an oc- 
casional mildly painful joint in one of the extremi- 
ties, shoulders or hips, but they were not swollen 
and were of short duration; there was not enough 
pain to dictate the need for medical attention. About 
October 13, 1947, the patient developed a mid- 
lumbar backache and at about the same time he 
noted a marked burning on urination. Soon there 
followed a frankly purulent urethral discharge. His 
last sex contact had been mid July, 1947, about three 
months prior to the onset of this illness. There were 
no gastro-intestinal symptoms. The following day 
he observed that there was some redness and irrita- 
tion of the eyes and he assumed that this was some 
form of “pink eye.” After another day, he developed 
painful swelling of the feet and ankles. This was 
soon followed by pain and swelling in the right 
knee. Next, the right hip and shoulder were in- 
volved in the painful process. There was marked 
limitation of motion. The triad of arthritis, con- 
junctivitis, and urethritis all developed in a matter 
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of two or three days. He was seen by his local doc- 
tor who gave him a “shot” but his symptoms pro- 
gressed and he was sent to his local hospital. 

Treatment at his local hospital included pantopon 
hypos for pain and both oral and parenteral salicy- 
lates. After two or three days he developed mental 
confusion and mikd hallucinations, and he was ad- 
mitted to, Wesley Hospital, Wichita, Kansas, on 
October 21, 1947, on the psychiatric service. His 
mental confusion cleared rapidly and did not recur. 

About ten days after admission here, a red spot 
was noted on the left great toe. The following day 
he had round red spots all over the extremities and 
the scalp which developed subsequently into the 
dermatitis described below. An ophthalmologist’s 
consultation was obtained for the conjunctivitis; 
clinical impression at first was a conjunctivitis due 
to gonococcus or meningococcus, but because of the 
presence of the triad of conjunctivitis, urethritis, 
and arthritis, the diagnosis of Reiter’s syndrome was 
suggested. The conjunctivitis and urethritis im- 
proved promptly and dramatically under the treat- 
ment described below, but the arthritis and derma- 
titis persisted rather stubbornly. He continued to 
have daily temperatures of 100-101°. His treatment 
included eight days of penicillin parenterally, 50,000 
units every three hours with no apparent improve- 
ment in the arthritis or dermatitis. 

On November 21, 1947, medical consultation was 
called for. At this time he had many skin kesions 
involving the head, extremities, and the glans of 
the penis. The lesions of the skin consisted mostly 
of round, slightly raised lesions, about 1-2 cm. in 
diameter with bright red circumference and a tan, 
scaling center. The lesions on the penis showed 
rather thick encrustation. There was a slight puru- 
lent urethral discharge and some irritation about 
the meatus. The lesions involved the palms of the 
hands and the soles of the feet with a marked 
tendency to hyperkeratosis. The over-all picture was 
typical of the condition, Keratosis blenorrhagica. 
The heart, lungs, and abdomen were normal to phys- 
ical examination. The joint involvement at this 
time included swelling, redness, and limited motion 
of both ankles, knees, the left third finger, both 
shoulders, the right temporo-mandibular joint, and 
the cervical spine. Clinically the arthritis was sim- 
ilar to an acute rheumatoid arthritis. Subsequent 
clinical course and laboratory data support the diag- 
nosis of Reiter’s syndrome, largely as a diagnosis of 
exclusion. 

Laboratory work included the following findings: 
urinalysis revealed numerous pus cells and occa- 
sional clumps of pus cells; this subsequently cleared 
entirely. The red blood count has varied from 3.7 to 
4.30 with hemoglobin from 70-80%. The leukocyte 
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count has varied from 6,800 to 16,850 with a ten- 
dency to average about 11,000. Repeated blood 
cultures were negative. Cultures from the eye dis- 
charge at a time when it was still purulent, revealed 
no growth from the left eye, and a culture of 
staphylococci from the right. Further attempt at 
identification of the organism unfortunately was not 
done. Cultures from the skin lesions were negative. 
Cultures from the urethral discharge revealed 
staphylococci only; there were no gonococci on sev- 
eral cultures. Blood Wassermann and Kahn tests were 
negative. Complement fixation for Neisseria gon- 
orrhea was negative. Malta fever agglutination was 
negative. Repeats on these agglutination tests were 
done with the same results. Since this case was ob- 
served, reports appeared in the literature regarding 
the relation of Shigella organisms to this syndrome. 
Shigella agglutinations were not done on this case. 
Sedimentation rate was rapid and remained so for 
many months. Non-protein nitrogen was within 
normal limits. 


The patient remained in the hospital until March 
2, 1949 (16 months). The skin lesions, as men- 
tioned, rather promptly cleared with the exception 
of the keratotic areas on the hands and feet. These 
sloughed considerably and remained keratotic for 
several months and gradually cleared up completely. 
He developed some infection or necrosis involving 
the nail beds of all fingers and toes. There was a 
caseous material expressed from beneath the nails 
and they showed a tendency to become detached. 
These changes have been described in hyperkeratotic 
disorders. The cultures of this material from the 
nails showed no organism. The conjuctivitis and 
urethritis cleared promptly at the onset of treatment. 
On January 2, 1948, the patient complained of 
burning and redness of the eyes, and he developed 
a recurrence of the purulent conjunctivitis. This 
again cleared under the use of sulfacetamide 30% 
eye drops. The conjuctivitis recurred once or twice 
after this and at one time the patient developed a 
plastic iritis superimposed on the conjunctivitis. 
This completely cleared up with no impairment of 
the patient's vision. There has been no recurrence of 
the urethritis at any time. The arthritis persisted 
and remained rather severe. It centered in various 
joints as mentioned, tending to migrate slowly. 
There was moderate periarticular swelling and se- 
vere pain so that motion was very limited due to 
pain. There was some disuse atrophy of his arm 
and leg muscles. There developed a contraction de- 
formity of the left third and fourth fingers and these 
contractions remain. The pain was so severe most 
of the time that even passive motion of mild degree 
was painful, at times excruciating. 


The red blood count remained deve 4,000,000 
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cells per cu. mm. through most of the illness. The 
blood proteins remained within normal limits. The 
white blood count was slightly elevated and had 
from 80-90% polymorphonuclear leukocytes during 
most of his hospital stay. There was no tendency to 
an eosinophilia. 

X-rays of the involved joints at the height of joint 
involvement, showed no bone changes, but some 
soft tissue periarticular swelling. X-rays subsequently 
taken of the knees and ankles showed a marked de- 
gree of demineralization. The extremity joints con- 
tinued to have the clinical appearance of a severe 
rheumatoid arthritis and were very slow to subside. 
It has been stated in the literature that the arthritis 
may last up to four months. This patient's arthritis 
continued at least in a deformity stage for a period 
of 16 months and remains present to some extent 
at this time. Gradually the patient was able to exer- 
cise his arm and chest muscles through the use of 
an overhead bar and these muscles showed apparent 
return toward physiological normal size. 

In April, 1948, while the patient was being turned 
to bathe his back, he complained of pain in the neck 
and the following day when seen by the attending 
physician, he had rotation of the head to the left 
side. There was painful spasm of the right ster- 
nomastoid muscle and this was considered a soft tis- 
sue component, of the over-all clinical picture. He 
had had at times, severe pain in the neck on motion 
which was assumed to be due to cervical spine in- 
volvement in the arthritic process. He was treated 
conservatively as regards the neck. There was no 
improvement. Neck traction was applied by means 
of a chin strap, but this proved so painful that it 
was discontinued. It was over six weeks after this 
“wry-neck” began that bony pathology was enter- 
tained. A lateral view of the cervical spine revealed 
anterior subluxation of the first cervical segment on 
the second. Orthopedic consultation was obtained 
and skull traction by means of a Crutchfield “ice 
tong” apparatus was applied. Weight on this trac- 
tion was gradually increased until 25 pounds were in 
place. There was only partial reduction after seven 
weeks traction, so this was removed. The neck re- 
mained in the dislocated position and at the present 
time appears ankylosed in a slightly left rotated 
position. The knees remain swollen and there is 
much pain on passive motion. The range of motion 
is about 160° to 180°, but there has been gradual 
improvement. 

Treatment included salicylates in doses from 20- 
40 grains daily, and the patient seemed subjectively 
relieved, but he was not comfortable without other 
forms of pain relief. He was given four typhoid 
vaccine fever reactions with no appreciable effect 
on the joints. Physostigmine and atropine were 
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given by hypodermic with slight, if any, relief of 
pain. He received adequate oral and parenteral 
vitamin therapy. His dietary intake was good ex- 
cept for the first few weeks when his temporo- 
mandibular joints were involved in the arthritis and 
prevented chewing. Mapharsen 0.06 gm. was given 
each week for eight weeks without apparent benefit. 
Colloidal gold was given each week for eight weeks 
without apparent effect on the arthritis. Para-amino- 
benzoic acid in doses of 0.5 gram four times daily 
was utilized for several weeks with no apparent 
benefit. As already mentioned, he received a course 
of penicillin intramuscularly. Also, he received 
streptomycin and sulfadiazine courses without ap- 
preciable effect on the arthritis. The patient has re- 
quired codeine up to one grain by hypodermic for 
relief of pain. Demerol in doses of 75-100 mgs. was 
also used for the pain. X-ray deep therapy was ap- 
plied to the right shoulder and both knees in dosage 
of 300r units. Deep therapy was also given to both 
ankles, the right elbow, the left shoulder, and left 
hand. The patient suffered such exquisite pain on 
being moved about for his x-ray therapy that this 
was discontinued. There was no apparent benefit 
derived from this amount of x-ray. 


Summary 


A case of the syndrome described as Reiter’s dis- 
ease is presented because of the unusual severity of 
the arthritis component and because of the compli- 
cation of subluxation of the cervical spine. The case 
presents the typical triad of arthritis, conjunctivitis, 
and urethritis, all of which made their appearance 
in a period of three days. The appearance of the 
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initial symptoms was not associated with any di- 
arrheal episode. There was an associated hyperkera- 
totic dermatitis typical of keratosis blenorrhagica. 
The conjunctivitis showed a tendency to recur, but 
responded readily each time to treatment with sul- 
facetamide eye drops. The arthritis was very re- 
sistant to all forms of treatment and moderate de- 
formity persists in some joints at this writing, 16 
months following the onset of the disorder. 
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Principles of Early Management of Hand Injuries 


Prepared by Regional Fracture Committee 


American College of Surgeons 


Protection of the Hand 


Following injury, the hand is particularly suscept- 
ible to the development of complications leading to 
serious disabilities. For this reason it is important 
that the freshly injured hand be given the most care- 
ful protection against such complications as result 
from added infection, additional tissue damage and 
stiffening. 

The principles governing the provision of this 
protection may be briefly stated as follows: 

1. Protection against added infection. Any open 
accidental wound of the hand may be assumed to be 
contaminated. It is important that no additional in- 
fection be added. This requires: 

a. Protection of the wound at once with a sterile 
dressing. 

b. Avoidance of putting anything into the 
wound, such as instruments, gauze, applicators, 
sponges or any sort of antiseptic. 

c. If any cleansing of the areas around the cov- 
ered wound is done, it should be with soap and 
water only. 

d. Avoidance of all efforts at treatment of the 
wound by exploration, debridement or repair of 
damaged structures until adequate facilities are 
available. Adequate facilities for this purpose 
should include a location where surgically aseptic 
technic is employed, adequate anesthesia, proper 
instruments, sufficient assistance, good lighting 
and the provision of a bloodless operative field. 

e. Application of a sterile dressing which wilk 
protect against the entrance of foreign material. 
Such a dressing should be voluminous, firmly ap- 
plied with moderate pressure, separating the fin- 
gers from each other, and should maintain the 
hand and fingers in the position of function. 

f. Antibiotic drugs should be administered sys- 
temically, not locally, in full dosage. Tetanus anti~ 
toxin (or toxoid) should be administered when 
the conditions warrant. 

2. Protection against added tissue damage and 
deformity. Immobilization of the hand is required 
in any major injury, whether the wound involves 
skin, tendons, nerves, joints or bones. Immobiliza- 
tion should be governed by the following principles: 

a. Immobilization should be employed as soon 
as possible after receipt of the injury for protec- 
tion from further tissue damage. 

b. Following definitive treatment of the injury, 
the immobilization should be continued as long 
as may be required for healing to occur. 


c. Immobilization should be in the position of 
function (position of grasp) in order to maintain 
optimum relation of bone fragments and of soft 
tissue structures. 

d. The position of function in immobilization 
is necessary to prevent disabling deformities, con- 
tractures, muscle weakness and joint stiffening, 
and to insure the earliest return of usefulness 
after healing. 

e. Flat splinting of the hand or any of its digits 
must be avoided at all times. 

Requirements of Early Definitive Treatment 
I. The first aid treatment of hand injuries. is di- 


rected fundamentally at protection. It should pro- 


vide protection from infection, from added injury, 
and from future disability and deformity. This pro- 
tection is afforded by noninterference with the 
wound, cleanliness of surrounding areas, the applica- 
tion of sterile protective dressings and immobiliza- 
tion in the position of function. 

II. The general requirements for proper early de- 
finitive care are:. 

a. Thorough evaluation of the injury. 

1. Determination of the time, place, causa- 
tive agent and mechanism of the injury. 

2. Determination of the nature and extent 
of the first treatment given. 

3. Determination of infection status; whe- 
ther the wound is relatively clean, grossly con- 
taminated or with infection established. 

4. General nature of the wound; i.e., con- 
tusion, abrasion, burn, incised wound, lacerated 
wound, crushing wound, puncture wound, tooth 
wound, imbedded foreign body, fracture, com- 
pound fracture, amputation or combined in- 
juries. 

5. Evaluation of structural damage. 

(a) Degree and extent of surface injury. 

(b) Source of major bleeding. 

(c) Evidence of tendon or muscle dam- 
age by testing function against resistance. 

(d) Evidence of nerve injury elicited by 
testing for motor and sensory functions. 

(e) Bone and joint injury determined by 

X-ray. 

(f) Discovery and exact localization by 
x-ray of suspected opaque foreign bodies. 
b. Adequate facilities and equipment. 

1. Each hospital or clinic should have at 
least one surgeon who is thoroughly familiar 
with the anatomy and physiology of the hand 
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and who is prepared to undertake the early 
treatment of its major injuries. 

2. Such treatment should be rendered under 
strictly aseptic conditions, preferably in an op- 
erating room, with careful adherence to aseptic 
technic in the matter of scrubbing, draping, 
masking and the use of gloves. 

3. An adequate supply of appropriate in- 
struments. 

4. Sufficient assistance to assure good ex- 
posure. 

5. Good lighting. 

6. Provision of a bloodless field by means 
of pneumatic tourniquet or blood pressure cuff. 

7. Complete anesthesia for the patient, pre- 
ferably by general anesthetic. 

c. Application of appropriate treatment. 

1. Thorough cleansing of a wide area around 
the wound with the wound protected (entire 
hand and forearm). Shaving, soap and water 
scrub. 

2. Thorough cleansing of the immediate 
wound area, preferably with soap and water or 
a bland detergent. Antiseptics should not be 
used in or on the wound. 

3. Careful inspection of the wound and as- 
surance of adequate exposure, by additional in- 
cision if necessary, closely paralleling natural 
creases. 

4. Thorough toilet of the wound, removing, 
under inspection, all foreign matter. Excision, 
by sharp and careful dissection, of all com- 
pletely devitalized or grossly soiled tissue in 
the wound surfaces. It is essential that the 
greatest care be exercised to spare all tissues 
that may be viable, particularly skin, tendon, 
nerve and bone fragments. 

5. Assurance of hemostasis by ligation of 
major injured vessels. 

6. Repair of injured nerves by end-to-end 
union with fine interrupted perineural sutures. 
The uniting of divided digital nerves is im- 
portant to future function. 

7. Repair of other soft tissue injuries, where 
appropriate; i.e., in clean wounds of short dura- 
tion, in well-cleaned contaminated wounds of 
not over eight hours’ duration, never in wounds 
with established infection. 

8. Reduction of fractures and dislocations, 
and retention in corrected position by traction 
or splinting in the position of function (posi- 
tion of grasp with wrist in dorsiflexion). 

9. Application of protective dressing, fingers 
separated by gauze and hand immobilized to 
such extent as may be necessary to permit heal- 


ing, in the position of function (never in the 
flat position ). 

10. Administration of antibiotics and pro- 
tective antitoxin as indicated. 

d. After-treatment. 

1. Elevation and rest of the hand. 

2. Noninterference with initial dressing for a 
sufficient time to permit healing, unless evi- 
dences of-suppuration develop. 

3. Restoration of skin coverage of denuded 
areas at earliest possible time. Partial thickness 
skin grafting is a simple and valuable means 
of promoting early healing. 

4. Early restoration of function for non- 
affected parts of the hand by directed active 
motion to the fullest extent that will not 
jeopardize healing of repaired structures. 

5. Restoration of function in affected parts 
of the hand by directed active motion as early 
as is consistent with full healing and preserva- 
tion of the repair of damaged structures. 


Surface Injuries 


I. The first-aid care of wounds of the hand 1s 
directed fundamentally at protection. It should pro- 
vide protection from infection, from added injury 
and from future disability and deformity. The best 
first-aid management consists in the application of 
a sterile protective dressing, a firm compression 
bandage and immobilization by splinting in the po- 
sition of function.* No attempt should be made to 
examine, cleanse, or treat the wound until operating 
room facilities are available. 

II. Early definitive care requires thorough evalua- 
tion of the injury with respect to its cause, time of 
occurrence, status as regards infection, nature of 
first-aid treatment and appraisal of structural dam- 
age. For undertaking the definitive treatment the 
conditions required are a well-equipped operating 
room, good lighting, adequate instruments, sufficient 
assistance, complete anesthesia and a bloodless field. 
The treatment itself consists of aseptic cleansing of 
the wound, removal of devitalized tissue and foreign 
material (exercising strict conservation of all viable 
tissue), complete hemostasis, and the repair of in- 
jured structures, to be followed by protective dress- 
ing to maintain the optimum position. After-treat- 
ment consists of protection, rest and elevation dur- 
ing healing, and early restoration of function by di- 
rected active motion. 

Burns, abrasions and avulsions may cause destruc- 
tion and denudation of any area of the skin of the 
hand. The care of such injuries has three major 
objectives: 

1. Protection from infection. 


*Position of function or position of grasp: wrist hyperextended 
in cock-up position; fingers in mid-flexion and separated; thumb 
abducted and in mid-flexion, with tip pointing toward little finger. 
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2. Early restoration of skin covering. 

3. Avoidance of disabling scarring and con- 
tractures. 

These objectives are sought in the various stages 
of treatment. 

1. First-aid treatment 

(a) Chemical burns—Remove chemical by 
profuse irrigation with water, preferably warm. 

(b) Heat burns, abrasions and chemical burns 
(after washing away the injuring agent ).—Apply 
sterile dressing completely to cover the hand and 
bandage firmly. 

2. Definitive treatment—This should be carried 
on in operating room under conditions of strict 
asepsis (draping of field, sterile gloves, masking of 
operator and attendants ). 

(a) Gentle removal of first-aid dressing, soak- 
ing loose with normal saline solution if necessary. 

(b) Gentle cleansing of injured surface by 
light sponging with sakine on cotton balls. If sur- 
face is dirty or greasy, it may be gently cleansed 
with sterile neutral soap in sterile water or bland 
detergent. Loose fragments and tags of skin are 
removed. Blisters are not opened. 

(c) Sterile strips of fine-mesh vaseline-im- 
pregnated gauze are smoothly applied to the in- 
jured surface. These are covered with dry sterile 
gauze, gauze being placed between adjacent 
fingers. The whole hand is covered with a thick 
layer of sterile mechanic's waste or fluff gauze, 
and splinted in the position of function. Elastic 
knit bandage is applied over all, including all fin- 
gers, with firm even pressure. The hand is kept 
elevated. 
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3. Subsequent dressings—The original dressing 
is left undisturbed for 12-14 days unless elevation 
of temperature suggests active infection requiring 
inspection. The second, and all subsequent dress- 
ings until healing, are done under completely asep- 
tic conditions (as described above). Preparations 
for skin grafting should be made in advance. 

(a) The dressing is removed. Slough and de- 
bris are washed away by irrigation with normal 
saline solution (no scrubbing of surface). 

(b) Granulating areas from which slough has 
separated should be covered with thin split-thick- 
ness skin grafts. 

(c) Dressing, similar to that employed at first 
definitive treatment, is applied. Hand is splinted 
in position of function. 

(d) Further dressings, similarly conducted, are 
done at intervals of seven days until epitheliza- 
tion of burned surface is complete. Skin coverage 
by grafting should be secured as rapidly as pos- 
sible, as the best assurance against infection, in- 
flammation, infiltration, scarring and contractures. 
This early coverage by “skin dressing” is of the 
greatest importance, even when epithelization 
from the margins is proceeding satisfactorily. 
Split-thickness grafts are best for this purpose, 
even though it is anticipated that some of grafted 
area must later be removed for replacement by 
more suitable skin. 

4. Restoration of function—As soon as epitheli- 
zation of burned surfaces is complete, directed active 
use and exercise of the hand is begun. Normal use 
of the hand is encouraged and voluntary exercise and 
appropriate occupational therapy prescribed. 


| | 
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CHILD WELFARE PAGE 


Cerebral Anoxia in Infants and Young Children 
A factor in the development of behavior disturbances. 
Within recent years a fairly clear picture has developed of the late effects of anoxic brain injury 
in children. The often distastrous neurological consequences of such damage are well known. Only 
within the past few years, however, has it been recognized that in the absence of any obvious neurologic 


defect, psychologic sequelae may be just as important and even more crippling. 


Anoxia is a frequent cause of brain injury in children, and may be the underlying cause in many 
cases of apparently different etiology. In pure form it is best exemplified by a newborn infant whose 
respiratory mechanism has suffered a series of insults: labor trauma, sedative drugs, anesthetic agents, and 
perhaps intracranial hemorrhage. The same type of injury may be received by infants who contract per- 
tussis, and possibly by children of all ages who develop edema of the brain from infectious or toxic agents, 


or from trauma. 


The clinical picture that follows is most commonly that type of disturbance called post-encephalitic. 
The common denominator is poor emotional control; moods change quickly and to extremes, with a pro- 
nounced tendency towards anger, cruelty, and destructiveness. Hyperactivity is prominent; these children 
move, shift, wriggle, touch, and handle objects throughout their waking moments, so that it exhausts an 
adult to watch them. Behaviour is smpulswe, with little consideration of the ‘consequences of actions. The 
intelligence may be normal or superior, but cannot be properly used because of a short attention span, 
easy distractibility, and a capricious and unreliable memory. They have particular trouble with arithmetic 


in school. 


Such children are uncomfortable to have around, and often exceedingly unattractive. They have, 
unfortunately, a great need for liking, affection, and acceptance. If a measure of love is not granted, 


their anti-social and destructive tendencies are confirmed and strengthened into life-long patterns. 


It is convenient (though not entirely correct) to consider that the highest levels of the CNS have 
been functionally injured. The controlling centers and association tracts of the frontal lobes are the 
latest acquisitions of the human brain, highly susceptible to injury and the structures principally con- 
cerned in the development of acceptable social behavior. Because these levels are non-functional in 
the young infant, it follows that major destruction can take place without any signs or symptoms at the 


time. 


And because functional brain injuries in small children tend to be partially repaired in time, they 
should be treated with the kindness and understanding due any severe physical handicap. With such 
handling, improvement to the level of “normal” has been reported. 


Prepared by Committee on Child Welfare 
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CANCER PAGE 


Gastric Ulcer and Cancer of the Stomach 


The term “peptic ulcer” has long been used to designate ulcers of both the stomach and the duodenum, 
but it is important that we remember that there is a great deal of difference between the two lesions. 
Duodenal ulcers have no relationship to cancer. However, there is a distinct concern about cancer in 
patients who have gastric ulcer. There is a disagreement whether benign ulcers undergo malignant 
change, or whether those which prove to be cancers were malignant all the time—the ulcerating car- 
cinomata. That difference of opinion, which will probably continue for some time to come, need not 
concern us too much if we remember that there is always the problem of determining whether a given ulcer 


is malignant or benign. 


Reports from the best clinics in the country tell us that there is an appreciable percentage of error 
in making a differential diagnosis between benign ulcer and a carcinoma of the stomach by radiological 
study, by gastroscopic examination, by palpation in exploratory operations, and even with the stomach 
removed, opened, and in the hands of the examining surgeon or pathologist. On this point there is agree- 
ment, and we must consider the possibility of malignant disease in any patient who presents himself with 


a gastric ulcer—particularly if he is above the age of 40. 


What is the proper treatment for gastric ulcer? Some good surgeons go so far as to say that all gastric 
ulcers should be removed by partial gastrectomy because of the danger of cancer—whether it is primarily 
so or might develop from the benign lesion is of less significance than realization that a cancer might 
be there. Other equally qualified surgeons modify this recommendation by accepting a trial period of 
approximately three weeks, during which the effect of careful medicak management may be observed. 
If, during this period there is not both relief of symptoms and complete healing of the ulcer as shown 
by x-ray examination or gastroscopic observation, then gastrectomy should be done. Relief of symptoms 
alone is not enough, for a malignant ulcer can cause pain identical with that of a benign one, and that 
pain will be relieved by good medical treatment the same as from a benign ulcer. One may be lulled 
into a false sense of security if he judges by clinical response alone. Healing must be demonstrated 


to justify further medical treatment. 


The percentage of cures of carcinoma of the stomach is distressingly low, but it is significant that a 
sizable portion of those cured by operation are patients who had a gastric ulcer (supposedly benign) in 
which there was malignant tumor—usually unsuspected until the microscopic examination of the tissue 
was made. Here, then, is a group of patients in whom cures of gastric cancer can be expected because 


they are seen and treated early in the course of the disease. 


Be suspicious of every ulcer, particularly if the patient is over 40 years of age. If a gastric ulcer does 
not completely heal with about three weeks of good medical management, gastrectomy is advisable. In 
these carcinomata, thus detected and removed in an early stage, we can obtain a good percentage of 
cures. It is one of the most hopeful aspects of improvement of our statistics of curability of cancer of 


the stomach. 


Prepared by Committeé on Control of Cancer 


= 
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PRESIDENT’S PAGE 


Dear Doctor: 

What the public thinks of an individual or an organization is of utmost importance to them. Influenc- 
ing this opinion is public relations, and public relations has now matured into a relatively exact science. 
It is the science of creating good will, of causing the public to approve of what you are, of what you do, 


and of what you sell. 


Public relations is currently occupying a large share of attention in the activities of industry and 
government. The professions are beginning to recognize its importance. The medical profession, with 
utmost confidence in the value of its product, has begun to tell the people about this. The American 
Medical Association is engaged in a nation-wide educational program. Many state societies are devoting a 


large part of their effort in this direction. 


So is Kansas. The Kansas Plan is an example of sound public relations. It represents a health pro- 
gram that has been accepted by the public. There are, however, many other areas in which our public 


relations can be improved, and your society is now developing an overall public relations program. 


On October 2 some 200 physicians and their wives, officers of state or county medical societies, met 
in Wichita to hear Mr. John B. Hughes of Colby, radio executive; Mr. Alexis McKinney, Denver, news- 
paper publisher; Mr. Harvey Sethman, Denver, medical society executive; Mr. Clem Whitaker and Miss 
Leone Baxter, Chicago, directors of the A.M.A. educational campaign, talk of these things. Your officers 
will report this meeting to your county society. It is our sincere hope that each county in Kansas will 
; develop its own program of public information, public service if you please, toward the end that the 
people of this state may be given a more complete understanding of what the medical profession has to 
offer them. The magnitude of this undertaking, its importance to you as an individual physician, must be 
immediately apparent. We hope to have the active cooperation of each member because your help is essen- 


tial to the success of our venture. 


Sincerely, 


Un ©, 


: ‘ 
» 


OCTOBER, 1949 


491 


EDITORIAL COMMENT 


Nursing Education 


The new Nurses’ Act passed during the last ses- 
sion of the legislature introduced certain changes 
that will shortly be of increasing interest to the phy- 
sicians of this state. They are designed to standardize 
the system of nurse education, to provide better 
training for the registered and the practical nurse, 
and to give a high standard nursing service to the 
people. 


One of these changes is the licensing of a practi- 
cal nurse. This will be possible in Kansas for the 
first time shortly after the beginning of next year. 
Qualifications include requirements that the prac- 
tical nurse must be 18 years of age or more, a Citi- 
zen, of good moral character, with at least two years 
of high school or its equivalent if she is under 25 
years of age but not less than an eighth grade school 
education if she is older. Eventually it will be re- 
quired that the licensed practical nurse complete a 
prescribed curriculum in a school of practical nurs- 
ing accredited by the Board. Until such schools have 
been established within Kansas, that qualification 
may be waived upon the presentation of satisfactory 
proof of practical experience. For her effort, if suc- 
cessful, she will obtain a license from the Board and 
will be permitted to use the letters L.P.N.—Licensed 
Practical Nurse—after her name. 


For the time being this is optional, but the Nurses’ 
Board is trying to interest all practical nurses in 
taking the examination. They will welcome the co- 
operation of the medical profession in this regard. 
The Nurses’ Board is also cooperating to make it 
possible for practical nurses to pass the examination, 
by offering to hold schools at any location where 
eight or more practical nurses indicate their interest. 
This course will run twice a week in 21 three-hour 
sessions consisting of lectures, recitations, dem- 
cnstrations and practice periods. There will be no 
tuition but a fee of ten dollars is required to cover 
the cost of materials that will be used. The nurses 
believe any practical nurse completing this course 
will have little difficulty in passing the examination 
for a license. 


Still in the planning stage but a definite possi- 
bility in the future will be drastic changes in nurse 
education. Nurse education today is comparable to 
medical education of a half century ago, where 
scores of unregulated schools sprang up all over the 
country to give degrees in medicine with little re- 
gard for the quality of training that was presented. 
With the revolution in medical education, most of 
the schools were closed but those that remained of- 


fered a standardized course. As a result, the doctor 
was far better equipped to assume his responsibility 
and the standard of the practice of medicine was 
elevated. 


Today the nurses are talking about this. They 
think that they too should unify their training re- 
quirements. In Kansas they hope to follow the min- 
imum standards set by the national accrediting board 
which says that the nursing school must have no less 
than 50 students. It is their belief that schools 
should be removed from hospitals and be placed 
under the supervision of educational institutions. 
Hospitals may then contract with the schools of 
nursing for student nurses on a broader base but 
comparable to the system of internships in medi- 
cine. 


At least several members of the Nurses’ Board in 
Kansas are of the opinion that there should not be 
more than 12 schools-of nursing in this state. They 
expressed the belief that an equal number of nurses 
can be trained according to the new system but that 
their education will be infinitely superior. They 
expressed confidence in the ultimate adoption of 
this program. They believe the nurses will like it, 
they think the public will like it, and they are most 
hopeful that it will meet with the approval of the 
medical profession because they are, after all, fol- 
lowing in the doctors’ footsteps in making such a 
proposal. 

This change in the training of nurses is still far 
from becoming reality. However, the medical pro- 
fession should begin thinking about its effects, what 
it will mean to hospital nursing services and to the 
public in general. If such a change presents prob- 
lems, those might be investigated at the present time 
to enable their solution before the need arises. The 
Journal will appreciate comments on this proposal 
from the membership. 


Medical Study Clubs 


Those who have enjoyed the abstracts from cur- 
rent medical literature appearing in the Journal dur- 
ing the past year or more will be interested to learn 
that they are contributed by the Emporia Study 
Club. Thirteen years ago a small group of physicians 
in Emporia organized this group which has been in 
existence and functioning continually since that 
time, except for an interlude during the war. At 
present a second study club is being organized in 
Emporia, others are starting in Topeka and else- 
where. They could be interesting and of value to 
groups all over the state. 
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Membership in the Emporia club is restricted to 
eight, only because it becomes unwieldly if larger. 
Great stress is placed on regularity of attendance and 
meetings are held on specified dates each month. 
There are no dues, there are no by-laws. The group 
keeps no minutes or records of the meetings. The 
procedure is informal except that each member must 
present at least one excerpt from an article he has 
read. It is required that this be written, and the 
time limit of 10 minutes allowed for each member 
is rigidly enforced. 

One of the primary benefits to be obtained from 
membership in a study group is access to literature 
in all branches of medicine. Each member subscribes 
to six or eight journals devoted to his particular spe- 
cialty. This gives the reading club summaries of 
material to be found in 50 or more publications. It 
serves as one of the finest means of keeping abreast 
with medical advancements and provides an excel- 
lent combination of education and recreation. 

Study clubs need not be modeled after the Em- 
poria plan, but it seems that interest in such a local 
organization should appeal to every physician. It is 
heartily recommended that many reading clubs be 
organized. Members will be well repaid for attend- 
ing by the stimulus they will receive through be- 
coming acquainted with a much broader. section of 
the literature than would be physically: possible for 
any individual. The Journal would appreciate hear- 
ing of the organization of any others that are 
formed. 


Television at K.U. 


Another first for the Medical School at the Uni- 
versity of Kansas! With the installation of television 
facilities, the University of Kansas School of Medi- 
cine a few weeks ago became the first in the United 
States to use television as a teaching aid. Demonstra- 
tions have been witnessed at A.M.A. meetings dur- 
ing the past two years, but Kansas is alone in pro- 
viding this ultra modern form of visual education 
as a regular piece of teaching equipment. 

A camera will record procedures from the surgical 
or obstetrical departments and a coaxial cable will 
carry the pictures directly to the auditorium where 
100 or more students may witness the operation at 
the moment it occurs. Those who have seen this in 
operation report that the view on the screen brings 
better detail than is possible even at the surgeon’: 
side. The projector will present the picture on a 
screen that is five feet by seven feet, thus greatly 
magnifying the actual operation. The pictures will 
be accompanied by sound whereby not only may 
the procedure be witnessed but the surgeon’s lecture 
can be heard at the same time. 

Medical procedures of course will be directed on 
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special wave lengths and will not be available for 
public reception. Dr. Franklin D. Murphy, dean of 
the School of Medicine, announced, however, that 
when Kansas City gets television on October 16 
lectures and other programs of general interest will 
regularly be televised from the medical school to the 
public. 

The introduction of television at the University 
of Kansas is not only a large step forward in scien- 
tific teaching, it opens broad potentialities for ex- 
panded public relations work at the university. Dr. 
Murphy invites the members of the profession in 
Kansas to visit the school and witness a television 
performance at any time. 


New Drug for Radiation Sickness 


Dramamine, a relatively new substance, was orig- 
inally intended to be an anti-histaminic drug but 
was discarded because others were more effective. 
Quite through accident while it was being admin- 
istered for urticaria to a pregnant woman, who 
also suffered from motion sickness, it was discovered 
that the drug controlled the motion sickness. So its 
use was changed and now the sea and air traveler has 
the most beneficial drug yet known. 

Several doctors with the Mayo Foundation re- 
ported in the Proceedings of the Staff Meetings of 
the Mayo Clinic that radiation sickness and motion 
sickness are similar in symptoms. They tried drama- 
mine for radiation sickness and found it more suc- 
cessful than any other drug. It is easily administered 
by mouth and is economical. There are relatively 
few side effects noticed and the percentage of pa- 
tients who benefit from its use is significant. 

Eighty-two patients suffering from radiation sick- 
ness in the course of therapy for malignancies have 
been treated with dramamine. Since the symptoms 
of radiation sickness are largely subjective and be- 
cause these patients by nature of their major ill- 
ness might be considered unreliable in their evalua- 
tions, a control group of 23 was added to the series. 
Seventy-nine per cent of those receiving dramamine 
showed results that were excellent or good while 
the group receiving placebos reported only 13 per 
cent in those categories. 

Maximum effectiveness was obtained when 100 
mg. of dramamine was given 30 to 60 minutes 
before treatment, repeated one and one-half hours 
after treatment and again in three hours, making a 
total dosage of 300 mg. Some patients responded 
well on 200 mg. while others required 400. The 
authors suggest that at least some of the failures 
were caused by the patient being unable to retain 
the drug and that rectal administration might solve 
this problem, although it had not been tried. Oc- 
casional patients resisted taking dramamine, com- 
plaining that continued drowsiness resulted, but the 
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authors noted that an equal number in the control 
group resisted for similar reasons. 

Dramamine is an easily administered, inexpen- 
sive drug that may be of value in radiation sickness. 
If this side effect can be controlled in the patient 
who otherwise would have to forego further radia- 
tion therapy, its use will have been established. 


A.M.A. 12-Point Program 


There have been so many requests in Kansas for 
the A.M.A. 12-point program that the Journal is 
printing this program in its complete form. 


Federal Department of Health 
1. Creation of a Federal Department of Health 
of Cabinet status with a Secretary who is a Doctor 
of Medicine, and the coordination and integration 
of all Federal health activities under this Depart- 


ment, except for the military activities of the medi- _ 


cal services of the armed forces. 


Medical Research 
2. Promotion of medical research through a Na- 
tional Science Foundation with grants to private in- 
stitutions which have facilities and personnel suf- 
ficient to carry on qualified research. 


Voluntary Insurance 

3. Further development and wider coverage by 
voluntary hospital and medical care plans to meet 
the costs of illness, with extension as rapidly as pos- 
sible into rural areas. Aid through the states to the 
indigent and medically indigent by the utilization of 
voluntary hospital and medical care plans with local 
administration and local determination of needs. 


Consumer Representation 


4. Establishment in each state of a medical au- 
thority to receive and administer funds with proper 
representation of medical and consumer interest. 


New Facilities 


5. Encouragement of prompt development of 
diagnostic facilities, health centers and hospital ser- 
vices, locally originated, for rural and other areas in 
which the need can be shown and with local admin- 
istration and control as provided by the National 
Hospital Survey and Construction Act or by suitable 
private agencies. 

; Public Health 

6. Establishment of local health units and ser- 
vices and incorporation in health centers and local 
public health units of such services as communicable 
disease control, vital statistics, environmental sanita- 
tion, control of venereal diseases, maternal and child 
hygiene and public health laboratory services. Re- 
muneration of health officials commensurate with 
their responsibility. 
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Mental Hygiene 
7. The development of a program of mental hy- 
giene with aid to mental hygiene clinics in suitable 
areas. 
Health Education 


8. Health education programs administered 
through suitable state and local health and medical 
agencies to inform the people of the available fa- 
cilities and of their own responsibilities in health 
care. 

Chronic Diseases and the Aged 


9. Provision of facilities for care and rehabilita- 
tion of the aged and those with chronic disease and 
various other groups not covered by existing pro- 
posals. 

Veterans’ Medical Care 

10. Integration of veterans’ medical care and hos- 
pital care and hospital facilities with other medical 
care and hospital programs and with the mainte- 
nance of high standards of medical care, including 
care of the veteran in his own community by a phy- 
sician of his own choice. 


Industrial Medicine 
11. Greater emphasis on the program of indus- 
trial medicine, with increased safeguards against in- 
dustrial hazards and prevention of accidents oc-— 
curring on the highways, home and on the farm. . 


Medical Education 
12. Adequate support with funds free from po- 
litical control, domination and regulation of the 
medical, dental and iursing schools and other in- 
stitutions necessary for the training of specialized 
personnel required in the provision and distribution 
of medical care. 


General Practice Publication 


The American Academy of General Practice, with 
offices in Kansas City, Missouri, has announced 
plans to publish a medical journal, tentatively titled 
Medicine and Surgery. A Publication Committee 
has been named to settle basic questions of editorial 
policy and approve the selection of an advisory edi- 
torial board, and an editor, Dr. F. Kenneth Albrecht, 
has been selected. 


Dr. Albrecht, director of the Division of Tuber- 
culosis Control of the Kansas State Board of Health, 
was formerly medical editor for Williams and Wil- 
kins Company, publishers in Baltimore. In addi- 
tion to his work with the Board’of Health, he also 
edits Current Medical Digest, a publication re- 
ceived ky 110,000 physicians monthly. 


Actual publication of the new journal is sched- 
uled for early spring in 1950. 
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SOCIALIZED MEDICINE 


Editor's Note. This is the fourth of a series of 
articles dealing with federal compulsory health in- 
surance. These are designed to give the physician 
factual information and reliable data which may be 
used in the preparation of articles or speeches on 
this important subject. Additional material will be 
presented in subsequent issues. 


The Draft Statistics 


Since the close of the war the Federal Security 
Administration has turned a considerable portion 
of its public funds into publications propagandizing 
socialized medicine. One of the frequently used ar- 
guments pertains to the high rate of rejections for 
military service. In a memorandum of March 1946, 
published by the Social Security Board, it was stated 


that “Of 16 million youths examined, fully half were - 


unfit for military service.” It was then suggested 
that half to two-thirds of the defects causing rejec- 
tion “could have been prevented or rehabilitated 
_with timely care.” 

Dr. Maurice H. Friedman, an internist practic- 
ing in Washington, D. C., and assistant professor of 
physiology at the University of Pennsylvania Medi- 
cal School, testified before a Senate committee upon 
the misuse of draft statistics. He so completely re- 
futed the contention of the Federal Security Admin- 
istration that the subject has come up only sparingly 
since that time. In Mr. Ewing’s report to the Presi- 
dent (discussed last month in the Journal) the draft 
rejections are mentioned several times, but cau- 
tiously. The old familiar statement that two-thirds 
of the conditions causing rejection could have been 
prevented is now omitted. The figures are used 
today only to show the public the deplorable health 
conditions that exist in our_nation at the present 
time. 

Dr. Friedman’s analysis is long and involved but 
a few of his arguments might well be used by speak- 
ers on the subject of socialized medicine, and for 
that reason a summary of his findings is reported 
below. 


Between December 7, 1941, and December 31, 
1943, some 10 million men were examined by the 
draft boards. Of these, 3,600,000 were rejected. This 
gives a draft rejection rate of 36 per cent for the 
first two years of the war. Dr. Friedman points out 
that during this same period 2,700,000 men enlisted 
voluntarily, which lowers the rejection rate to 28.4. 
Also significant is the fact that 37.5 per cent of the 
remaining man power was deferred during those 
years because of essential occupation or dependency. 
No one knows how they might have fared with the 
draft boards, but certainly they were healthy enough 
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to be in productive work or to serve as heads of 
families. 

The Federal Security Administration has played 
down the fact that these examinations were made 
for the most strenuous of all activities, that during 
the early years standards were high and only the 
most perfect could meet the requirements. Rejection 
on such a basis has no bearing on whether the indi- 
vidual could meet the ordinary demands of normal 
living. It means only that for this one specialized 
endeavor he lacked one or more of the arbitrarily 
selected qualifications. By way of example, the 
armed forces refused to take anyone who was less 
than 60 inches in height. This defect did not 
necessarily render an individual unfit for normal 
routine living. It is not an indication that he is suf- 
fering from ill health. 

At the beginning of the war venereal infections 
accounted for 21 per cent of all rejections. If this 
cause for rejection is due to inadequate medical care, 
then certainly there should be little if any venereal 
disease among members of the armed forces. In the . 
Army and Navy there was one doctor for each 250 
men, which is equivalent to two or three times the 
number of doctors in our largest cities. Every known 
protective measure was utilized, and yet venereal 
disease in the armed: forces was rampant in every 
military installation at home and abroad. Again, the 
lack of medical care has been blamed for the high 
venereal disease rate among Negroes, and yet in the 
Army where adequate care was available venereal 
disease ratios between colored and white soldiers 
remained exactly the same as in civilian life. 

Many other causes for rejection are not prevent- 
able, such as mental disease, cardiovascular disorders, 
endocrine disorders, defective vision, asthma, flat 
feet, etc. These, together with venereal disease, ac- 
count for approximately two-thirds of all rejections. 
These persons could not have been helped under any 
system of medical care. In fact, the condition for 
which the man was rejected was sometimes directly 
the result of medical care, good medical care. Dia- 
betes was a cause for rejection, but before the day 
of insulin the child would not have lived long 
enough to be called up for an examination. Dr. 
Friedman asks, “Is a corpse healthier than a young 
man disqualified for military service because of 
diabetes?” 

The same thing is true because of many other 
conditions. The majority of the young men who 
were rejected for physical reasons are well qualified 
to live normal lives under ordinary circumstances. 
The use, therefore, to which draft statistics have 
been put in trying to establish that as a nation we 
are unfit is utterly false and misleading. Wherever 
that question is raised, the answer may be given 
with finality. 
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Case Report from the University of Kansas Medical Center 
Clinical Pathological Conference 


Edited by Glen R. Shepherd, M.D., and Mahlon H. Delp, M.D. 
Sudden Death from Aneurysm 


Clinical Discussion 


Dr: Delp: The case we have today is from the 
Medical Service. Dr. Durkee will give the history. 

Dr. Durkee: This patient is a 54-year-old white 
male who was admitted to the hospital from the 
emergency room in stupor at 1:00 p.m. and died 
about 1:30 am. the next morning. His wife told 
us that his chief complaint was severe chest pain, 
back pain, and leg pain. The pain radiated to his 
back, lower abdomen, and both lower extremities. 
He was seen by his local doctor about one and a 
half hours after the onset of pain and was given 
some morphine and Nembutal at that time, before 
starting the trip here. There was no history of pain 
in the preceding few days. Past history revealed an 
episode several weeks before this, when the patient 
had been working in a field as a farmer. At that 
time, he had an onset of severe chest pain. He fell 
to the ground and rested a moment, and then got 
up and resumed his work. The only other point in 
the past history is a cholecystectomy in 1940. Sys- 
tem review showed nocturia five times, and I could 
elicit no history of hypertension or shortness of 
breath from his wife. He had not seen a doctor 
since 1940. 

Physical examination showed a heavy male, stu- 
porous, and with considerable respiratory distress, 
respiratory rate of 36. Pupils were small and re- 
acted very little to light. Examination of the lung 
fields showed them to be clear. His heart was not 
enlarged. There was a systolic murmur heard at the 
aortic area and a friction rub heard over most of the 
precordium. Blood pressure was 110/60, pulse 100, 


strong and regular. There was a diffuse, mottled . 


type of cyanosis present over the lower extremities. 
The lower extremities were also cold and clammy. 
There was diffuse perspiration over the entire body. 
His pulse could be palpated in the arteries of both 
legs. 

After being admitted, he was started on intra- 
nasal oxygen. Because he was unable to void, a re- 
tention catheter was put in place. He was stuporous 
for about three hours, then aroused somewhat, but 
he was never entirely conscious throughout his hos- 
pital stay. About nine o'clock in the evening, he 
began to experience more pain, and morphine was 
given to him for relief. Blood pressure was taken 
every hour and averaged about 150/70, pulse 90 to 
100. The cyanosis continued. After gradually going 
down hill, he ceased respiration about 1:30 in the 
morning. 


Dr. Delp: Are there any questions for Dr. Dur- 
kee? 

Question: Was the blood pressure taken at va- 
rious places? 

Dr. Durkee: The blood pressure was taken only 
in the arm, not in the leg. 

Student: I don’t know how significant this is, but 
when I talked with his wife, she told me that sev- 
eral years previous to this he was turned down for 
life insurance because of high blood pressure. 

Dr. Delp: I think that is most significant. 

Question: What was the temperature? 

Dr. Durkee: The only temperature reading was 
at midnight shortly before death, and it was 105 at 
that time. I do not know what it was at the time 
of admission. 

Question: Were subsequent blood pressures taken? 

Dr. Durkee: Blood pressure readings were taken 
every hour. Most of them were around 115/70, the 
highest reading reported was 130/70, the lowest 
one 110/70. 

Question: Was there a Wasserman? 

Dr. Durkee: Wasserman and Kahn were not 
done. 

Question: Was the blood pressure taken on both 
arms each time? : 

Dr. Durkee: One arm each time. However, both 
arms were used on different occasions. 

Question: What was the urine output? 

Dr. Durkee: It was about 300 cc. in the original 
catherization. A total of 500 to 600 cc. was voided 
during his hospital stay. He was not aneuric. 

Dr. Delp: We have an EKG on this patient. Dr. 
Cochran will point out the significant features of 
this for us. 

Dr. Cochran: The EKG shows a very rapid reg- 
ular rate present, and it is difficult to identify a T 
wave. It is a sinus tachycardia. We think that this 
is simply a rapid sinus tachycardia, measuring 115 
per minute. But, in addition, there is an intra- 
ventricular conduction defect for the QRS complex 
is slightly greater than .12 seconds, which means 
a bundle branch block is present. My original in- 
terpretation was that of sinus tachycardia. 

Dr. Delp: There were no x-rays taken on this pa- 
tient. Mr. Russell, we would like to have your dif- 
ferential diagnosis and the probable cause of death. 

Mr. Russell (Student): There was a sudden on- 
set of pain which reached maximum intensity at 
once, occurring in the thorax and back with a wide 
radiation of pain from the front of the chest to the 
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back and downward into the lower extremities, but 
not radiating into the arms. This is very strongly 
suggestive of aortic aneurysm, dissecting type. 
Usually characteristic of it is a long-standing pain 
which may last for hours or days and which responds 
poorly to pain relieving measures such as this did. 
This is usually a considerable hypertension, of long- 
standing hypertension, in about 49 to 60 per cent 
of the cases. We had no history of hypertension un- 
tik we were told of it a moment ago. Usually there 
is a sense of prostration with or without loss of 
consciousness, and usually there is a moderate fever 
of from 99 to 101.6. There may be considerable 
leukocytosis, if the patient lives that long. 

Physical findings may reveal little other than aa 
extremely ill patient with a rapid, enlarged heart. 
And, I don’t believe there was any enlargement of 
this heart. There is usually, however, some blocking 
of the circulation either to the head or legs, as if 
by arterial embolism, and this oftentimes will give 
you a clue. In some cases, there is anuria, hematuria 
which might or might not indicate dissection of the 
renal vessels. The EKG findings are by no means 
characteristic as they are in a pulmonary thrombosis. 
Except rarely, sudden death usually occurs in a few 
hours to a few days. Often the onset of death is the 
result of rupture of the aneurysm externally into the 
pericardium or the pleural space or the mediasti- 
num. 


In the differential diagnosis, you have to think of 
coronary thrombosis. Usually there is a history of 
angina pectoris preceding this. And this is rarely 
the case in dissecting aneurysm. Dissecting aneurysm 
gives an overwhelming onset in contrast to a more 
gradual development of coronary occlusion. There’s 
usually widespread radiation in the pain of dissect- 
ing aneurysm but the radiation is rarely to the arms. 
Maintenance of the blood pressure in a dissecting 
aneurysm is usually the case although it may not be 
maintained—it may fall. The EKG is not character- 
istic. We have to think of embolism as post- 
phlebitic embolism to some part of the body such as 
the iliac or pulmonary artery, which may be con- 
fused with dissecting aneurysm. You might think of 
some surgical abdominal emergency. And although 
there is no immediate history of lung trouble, pneu- 
monia has been mistaken in this diagnosis. But it is 
ruled out in this case on the basis of sudden onset of 
severe pain, absence of evidence of pulmonary con- 
solidation, and too low fever. 


Death has been rapid in some cases from shock 
or aortic rupture. In one series, in the American 
Heart Journal of 1937, there was reported a series 
of 13 cases. The cause of death in six of these was 
the result of rupture in the mediastinum with or 
without extension into the pleura or retroperitoneal 
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spaces. Rupture into the pericardium occurred in 
four cases, and one patient died from complete oc- 
clusion of the aorta and its bifurcation without rup- 
ture. One died from pulmonary edema and shock. 

Dr. Delp: If this is a case with dissecting 
aneurysm of the aorta, is this situation incompatible 
with life? 

Mr. Russell (Student): Not necessarily. There 
have been cases that have recovered where they have 
a double-barrel aorta. They are rare. It is certainly 
not a common thing. One-third of the patients with 
a dissecting aneurysm in the thoracic aorta die sud- 
denly. But, usually more than 50 per cent die within 
24 hours after the onset of the symptoms. Only 
about 10 per cent live more than a month. 

Dr. Delp: Then why do you think this patient 
died? 

Mr. Russell (Student): Well, as was mentioned 
in the discussion, usually death is due to hemorrhage 
or rupture of the aneurysm although not necessarily 
at the site of the initial dissection. It may occur in 
the mediastinum with hemothorax, or in the retro- 
peritoneum. Possibly no occlusion of the coronary 
arteries may be the cause of death, possibly a dissec- 
tion back into the coronary ostia. I don’t think this 
patient had uremia. A systolic murmur is very com- 
mon. I can’t entirely explain the mechanism of it. 
Perhaps it’s due to the coursing of blood. 

Dr. Delp: All right, thank you. Do you have any 
further comments about this case (another stu- 
dent) ? 

Student: Well, I think that in the light of the 
patient’s previous history of gall bladder disease, we 
have to consider that. It is possible that he had gall 
bladder colic. He had radiation of pain to the back. 
I think you have to consider pulmonary embolism 
with possible emphysema of the luggs as well as 
diaphragmatic hernia or perforated ulcer. The pa- 
tient had complained two weeks before of pain so 
severe that he dropped to the ground. Levine says 
that incomplete tears of the aorta may occur with or 
without dissection. 

Dr. Delp: Do you happen to know the tenure 
of life in the first case in which a dissection of 
aneurysm was described? 

Student: No, I don’t. 

Dr. Delp: Anyone?...Dr. Durkee, I think you 
saw this patient and had more contact with him 
than anyone else. We would like to have your dis- 
cussion. 

Dr. Durkee: The most interesting findings to me 
when I first examined him were cyanosis and cold- 
ness of the lower extremities, with the appearance 
of marked collapse yet without abnormality of the 
blood pressure and pulse, and the systolic aortic 
murmur and a friction rub. When you consider the 
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differential diagnosis, first I want to disclose one 
thing that was mentioned when the doctor called 
me before the patient arrived at the Emergency 
Room. His doctor said that he thought he had a 
man down there with polio. As soon as I saw him, 
I ruled out that diagnosis. 

Considering the conditions that are more likely, 
I want to mention first certain pulmonary condi- 
tions which should be considered. Pneumonia with 
pleurisy might be thought of because of the patients 
chest pain and dyspnea. Pain was rather sudden for 
pneumonia and there were no findings in the lungs. 
Also, the patient had pain in the back and extremi- 
ties, which aren’t usual in pneumonia. Spontaneous 
pneumothorax can induce sudden severe chest pain 
with marked dyspnea and collapse. Again, we would 
not have the pain in the lower extremities and the 
cyanosis in that area. A pulmonary infarction due 
to embolism a few weeks previous to the onset of 
the present illness should be thought of. This could 
have been a previous coronary occlusion with infarc- 
tion which could come from a mural thrombus 
which broke loose into the pulmonary tree. How- 
ever, there would not have been the pain in the ex- 
tremities and cyanosis present. It can produce a state 
of collapse as seen in this patient. Certainly that 
would not explain all of his findings. Considering 
the pain in the back, we should also think of KUB 
disease including renal colic or acute pyelonephritis. 
But, neither of these conditions would adequately 
explain all the patient’s symptoms. 

Coronary occlusion with myocardial infarction 
should certainly be considered and was thought of 
because of the patient’s sudden onset of chest pain. 
He also had dyspnea and collapse which accompany 
an infarction. The blood pressure and pulse would 
not rule out infarction because the patient had pre- 
vious hypertension. A drop in blood pressure from 
hypertensive levels might produce a normal level as 
found here. However, there was no EKG evidence 
of myocardial infarction. Occasionally a left bundle 
branch block will obscure such evidence but, in as 
severe an attack as he had, there would be some evi- 
dence on the EKG. The attack of pain several weeks 
ago, as I stated previously, could have been a coro- 
nary accident with infarction. But, again you would 
expect some EKG evidence inasmuch as it was just 
a few weeks previously. The question comes up as 
to whether he could have had a silent infarction a 
few days previous to this present illness. I will dis- 
cuss that a little more in some of the other differ- 
ential diagnoses. 

A ruptured leutic aneurysm in the chest might 
produce the picture of sudden onset of severe pain 
in the chest, but that would not explain the pain in 
the extremities and cyanosis. It was thought that he 
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did have a definite peripheral vascular partial occhu- 
sion because of the mottled type of cyanosis and the 
coldness and pain of his extremities. 

Going from the rarest things first, you must con- 
sider a primary thrombosis in the lower part of the 
aorta, but that would explain only the localized 
pain and cyanosis and would not account for his 
chest pain. Arterial embolus would be considered 
probably from a mural thrombus following a myo- 
cardial infarction. We do have a friction rub, which 
would make one think of a silent infarction a few 
days previous to the onset of pain. The other inci- 
dent was probably too remote to account for a fric- 
tion rub at the present time. Again, the arterial 
embolus would not account for his chest pain. Con- 
sidering something which is extremely rare—two 
different emboli, one to the coronary artery and an- 
other one to the aorta—there has been one case in 
which there was one embolus to the brain and an- 
other one to an upper extremity, but that is rare. 

The most likely diagnosis was a dissecting 
aneurysm. It seemed to explain the whole picture 
better than any of the other diagnoses previously 
stated. He had a fairly typical course for a dissect- 
ing aneurysm with sudden onset of severe chest pain 
radiating to the back and legs, appearance of col- 
lapse, without the blood pressure and pulse being 
at shock levels, and evidence of arterial occlusion. 

Readings in the literature on dissecting aneurysms 
state that the correct diagnosis was made before 
death in various series varying from 10 to 50 per 
cent. The frequency of dissecting aneurysm in sud- 
den death, excluding traumatic death, was listed to 
be about one per cent and there is a series reporting 
the findings in total number of autopsy findings 
from .14 to .44 per cent dissecting aneurysm. It is 
twice as common in the male as in the female. It 
has previously been stated that exertion plays a part 
in the formation of the dissection. However, it is 
not felt that exertion has no significance whatso- 
ever. Certainly this pationt had no history of exer- 
tion immediately prior to onset. 

Hypertension is found in most of the cases, in 
70 to 80 per cent of those over 40 and in about 50 
per cent of those under age 40. I had not had a his- 
tory of the hypertension, but it has been brought out 
today. The symptoms of this case, as I have said, 
were characteristic—the sudden onset, the original 
rupture of the intima is usually in the ascending 
aorta, the sudden onset of pain is usually in the 
chest or sometimes in the epigastrium, radiating 
from there in some cases up into the head and neck 
and in other cases down and into the back and ab- 
domen and into the lower extremities. 

Typically there are signs of arterial peripheral 
occlusion. There is the state of collapse with blood 
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pressure and pulse levels maintained. There is also 
usually stupor and usually dyspnea present with dis- 
secting aneurysm. A diastolic aortic murmur is 
stated as being one of the characteristic findings in 
dissecting aneurysms. In the dissecting aneurysm, a 
diastolic aortic murmur is thought to be due to dis- 
tortion of dikitation of the aortic valve. However, 
in some series, systolic murmurs were more com- 
mon, due probably to roughening in the aorta or 
some narrowing by the dissection. EKG usually 
shows no characteristic changes. The usual findings 
are left axis deviation or left ventricular strain. 
X-rays will usually show a dilitation of the aorta 
and, if a series of x-rays are taken, there may be 


found progressive dilitation. The laboratory find- 


ings usually show a leukocytosis, usually an anemia, 
usually albumin and red cells in the urine. 

There are other conditions which should be 
thought of in differential diagnosis which were not 
considered too much here because of the patient's 
symptoms and findings. Various neurological condi- 
tions have been confused with dissecting aneurysms, 
such as cerebrovascular accidents. These may be con- 
sidered in some cases because of the findings in 
the legs of pain and weakness. Various acute ab- 
dominal conditions may be confused with dissecting 
aneurysms, including perforation and colic, mes- 
enteric thrombosis, and pancreatitis. Dissecting 
aneurysms present such a varied picture because of 
the variation and extent of the dissection. It may 
extend down the entire aorta or into the carotid 
artery and into the coronary arteries, producing a 
picture of coronary thrombosis. It may extend into 
the mesenteric and renal arteries as well as the iliac 
arteries or spinal arteries. Findings of albumin and 
red cells in the urine do not necessarily mean that 
dissection involves the renal arteries. Most of the 
articles emphasize that to make the diagnosis of a 
dissecting aneurysm you must think of the diag- 
nosis. It is missed most often by not thinking of it. 

The prognosis shows about 10 per cent recover 
(10 per cent of the cases in which the diagnosis 
was made); in one third of the cases, the average 
duration of life is 43 hours; in one case it had gone 
three years after apparently an acute dissection and 
the patient is still living. 

The cause of death in most series is reported as 
hemapericardium with cardiac tamponade. How- 
ever, in other cases, it is due to rupture into the 
mediastinum, pleural cavity, or peritoneal cavity. It 
may be due only to the particular state of collapse 
present. In other cases of death, gangrene of the 
bowel was found due to dissection of the mesenteric 
artery. In another one, death was due to develop- 
ment of gangrene of the lower extremity. Here, I 
think the probable cause of death was cardiac tamp- 
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onade as he had a friction rub, which I though was 
probably due to a small amount of blood in the 
pericardial cavity. The question I want to bring up 
was whether the pathologist did find any evidence 
of a previous dissection several weeks before this. 
There have been cases reported in which there were 
repeated dissections. One dissection occurred about 
18 months after the first one. 

Dr. Delp:’ Dr. Major, I know that medical stu- 
dents, internes, and residents are much more intelli- 
gent now than they were 15 years ago, but I was 
under the impression that this diagnosis was rather 
an unusual one and rather difficult to make. These 
boys seem to make it with ease. Do you have any 
comments? 

Dr. Major: I think the teaching must be im- 
proved. 

Dr. Delp: Dr. Major, do you think that syphilis 
has any bearing upon the disease that we are dis- 
cussing today? There was no Wasserman. 

Dr. Major: No, I didn’t think so. Most dissecting 
aneurysms are arteriosclerotic in origin. 

Dr. Delp: Dr. Berry, do you accept this diag- 
nosis? 

Dr. Berry: Yes, sir. That is a good diagnosis. I 
think that Dr. Durkee made a very good analysis on 
this patient. 

Dr. Delp: Dr. Cochran, would you like to com- 
ment about this EKG again? 

Dr. Cochran: Well, I would like to amend the 
statement about the effects of a left bundle branch 
block obscuring infarction slightly. It is a rule that 
left bundle branch block usually obscures evidence 
of myocardial infarction. It is the exception when 
any changes are apparent. It is not true of right 
bundle branch block, but it is true of left. The fact 
that this patient had what we think was left bundle 
branch block nullifies the possibikity of the cardio- 
gram giving much evidence one way or the other. 
The other possibilities that occurred to me in look- 
ing up the cardiogram were arrhythmias such as a 
slow ventricular tachycardia, because it was with 
some difficulty that the T wave was identified. How- 
ever, T waves and sinus rhythm were present. If it 
had been ventricular tachycardia, there would have 
been some evidence of a myocardial infarction. 

Dr. Delp: Dr. Cochran, I am not quite satisfied 
with the explanations for the patient’s death. While 
I realize that this lesion is not incompatible with 
life, I am wondering just what was the terminal sit- 
uation which developed in this case. Dr. Durkee 
has offered the explanation that the patient died of 
a cardiac tamponade. Do you believe that is possi- 
ble? 

Dr. Cochran: Yes. The mention of the peri- 
cardial friction rub brought in during the course 
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of hospitalization, raises the possibility that the 
lesion could have started that. The few I have seen 
died very rapidly of cardiac tamponade in a matter 
of hours. 

Dr. Delp: Do you think that the patient might 
have died as a result of a ventricular fibrillation? 

Dr. Cochran: There just isn’t enough evidence 
as far as I am concerned to state the cause of death 
any more closely. 

Pathological Discussion 

Dr. Chaney: The heart is hypertrophied and di- 
lated, weighing 700 cm. There is 100 cc. of blood in 
the pericardium. There is a small ill-defined lacera- 
tion in the adventitis of the aorta about cm. distal 
to the aortic ring. Dissection of the media of the 
aorta is noted throughout its length from a point 
three cm. above the aortic ring and extending past 
the bifurcation into the iliacs. 

Dr. Boley: There are several things as far as the 
microscopic study is concerned. To begin with, the 
pericardium does not show any pericarditis. We thus 
do not have any answer as to the cause of the fric- 
tion rub. Hypertrophy of the heart, a usual finding 
in these cases, was great with the heart being three 
times normal size. The patient had arteriosclerosis 
of the aorta and other vessels throughout the body. 

Turning to the aorta as the most significant find- 
ing, microscopically we find the idiopathic medical 
necrosis, described for the first time along in the 
early thirties or late twenties as being the cause of 
most dissecting aneurysms. There is an area that 
looks a little more cystic, as originally described by 
earlier writers on this subject (Figure 1). There are 
cholesterol clefts in one area of necrosis and I 
looked for the possibility of hemorrhage but there 


Figure 1. Photomicrograph of aorta showing cholesterol clefts 
and cystic medial necrosis. 
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are no macrophages containing blood pigment. 
There is vascularization of the media and we might 
think of syphilis; however, the infiltration in this 
area is by polys rather than lymphocytes and plasma 
cells as are usually found in syphilis. Infiltration in 
the areas of the cystic medial necrosis of the aorta 
has not been described too often. 

An internal tear was purposely not described in 
the gross because the aorta had multiple tears after 
removal and we cannot identify any one as a pre- 
vious tear. That is not against the ordinary concept 
of the pathogenesis of dissecting aneurysms, for 
cases are described where internal tears have not 
been found, the hemorrhage apparently coming 
from the vasa vasorum into the areas of necrosis. 
Most authors avoid saying just what the necrotic 
material is. It is a degenerative change but they 
don’t tell what the material might be. They describe 
the material staining polychromatic, sometimes con- 
taining calcium if there is a tendency for healing. 
These areas later show proliferating fibroblasts and 
heal over. Then, other lesions start. 

Cystic medial necrosis is a lesion of the aorta in 
people in the later years of life. It does not neces- 
sarily lead to rupture. Just why rupture does occur 
is difficult to answer. In this case, we did not know 
at the time that the patient had hypertension, but 
we did surmise that the patient must have had hyper- 


Figure 2. Photograph of aorta showing dissection of media. 
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tension because of the generalized arteriosclerosis 
and the large heart. The kidneys show little involve- 
ment. I doubt that 100 cc. blood in the pericardial 
sac Can Cause tamponade. There is considerable con- 
gestion and edema in the lungs, congestion in the 
liver and in the spleen. This heart undoubtedly was 
failing. The functional disturbances that Dr. Coch- 
ran mentioned are, I think, the most logical explana- 
tion for the immediate cause of death. 

Dr. Wahl: In the discussion today, I have only 
one comment to make. While the clinicians were 
giving their discussion of aortitis, I listened very in- 
tently for one of the striking findings. While they 
made the diagnosis, one man said that this finding 
was not present. I am referring to hypertrophy of 
the heart: I wonder why they did not notice such a 
large heart. This heart is not only a large heart, but 
a very large heart. 

Dr. Delp: The question of just what part in the 
pathogenesis and etiology of a dissecting aneurysm 
syphilis plays is an interesting and not well under- 
stood one. If you look in the reported series in the 
past, I think you will find in each series several 
cases in which the patient undoubtedly had syphilis, 
proven by various clinical signs, various items in the 
history, plus the positive serology at the time of 
death. Occasionally those diseased aortas are def- 
initely a part of the dissecting phenomena. I think 
that almost everyone who sees this disease feels oc- 
casionally that syphilis might play a part, but it must 
be a very minor part because there are a great many 
syphilitic aortas and a great many with aneurysmal 
deformities of the aorta, but still few of them de- 
velop dissections. As Dr. Major mentioned, the 
common factor associated with dissecting aneurysm 
is degenerative changes perhaps associated, as Dr. 
Boley pointed out, with medial necrosis from ar- 
teriosclerotic changes. 

There has been reported by Dr. Logue of Emory 
University a series of cases which he discusses at 
some length. I believe he had 12 cases, three of 
whom had undoubted syphilis and he thought that 
perhaps syphilis played a part in the development 
of the dissecting aneurysm. He likewise called at- 
tention to something not heretofore described, a 
humming-top type of murmur, a machinery-type of 
murmur, and a palpable thrill over the iliacs which 
could be detected. This is something that would 
have been difficult to detect at any other area in this 
patient because he was so obese. Dull tinkling types 
of sound over the epigastrium have been described 
as valuable clinical signs in dissecting aneurysm. I 
think that neither of these two signs were elicited 
in this patient, perhaps because we did not look for 
them. Dissection was evidently extensive enough 
that we could have undoubtedly heard something. 
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In summary, I think that this case is an interest- 
ing case largely because it has the atmosphere and 
the grounds of the truly clinically urgent situation. 
And, perhaps there is none other in medicine much 
more dramatic. In the hurried differential diagnosis 
considered by Dr. Durkee as he saw this patient in 
the emergency room, he must have considered such 
things as coronary occlusion with myocardial in- 
farction, pulmonary infarction, and some of the 
more dramatic and painful instances known to intra- 
abdominal disease. The patient’s clinical findings 
as outlined to you are very typical, however, of dis- 
secting aneurysm. I am sure the pathologist sees a 
great many of them, largely because this is a phe- 
nomenon associated with sudden death, and the 
pathologist is the peer of situations common to sud- 
den death. He is the individual who sees the patient 
picked up in the street, in which the physician had 
not had an opportunity to try his spurs in making a 
diagnosis. 

Dr. Wahl: Why couldn’t this death just be due 
to shock? 

Dr. Durkee: His blood pressure was up, his pulse 
was not extremely fast before death. Certainly there 
have been cases in the literature in which they have 
not been able to find a rupture into a serous cavity 
or any other cause of death and they just say they 
are due to shock. It is certainly a peculiar shock 
state in which the blood pressure and pulse are not 
indicative of a true vascular collapse. I don’t know 
what some cases die of. There are some cases in 
which the patients do die of a true vascular collapse. 
I don’t think our findings are typical of such a state. 

Dr. Delp: That probably is as good an answer 
as anyone can give. I am sure it has puzzled a good 
many clinicians as to why these patients don’t mani- 
fest more evidence of cardiovascular collapse, a 
manifestation so common in myocardial infarction. 
This situation seems sufficiently traumatizing to the 
organism that he should present the same sort of 
picture as does the patient with myocardial infarc- 
tion. But it is empirically known that it just does 
not occur. I have no explanation as to why they 
have a sustained blood pressure so frequently. I 
think that may point up the fact that our conception 
of shock is by far not a complete one. 

Dr. Douglas: What was the extent of the dissec- 
tion described by the pathologist? 

Dr. Chaney: It began two to three cm. above the 
aortic valve and extended throughout the length of 
the aorta into the iliac vessel. 

Question: What was the episode several weeks 
before admission? 

Dr. Boley: We have no findings to explain it. 

Dr. Peete: In my opinion, this patient might well 
have had a drop in blood pressure. The blood pres- 
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sure does not necessarily fall to recognized shock 
levels—the 80's or 90’s—if the blood pressure was 
elevated to begin with. That is, it is my impression 
that if the blood pressure was 250 and fell to 140, 
for instance, there might exist as much shock in re- 
gard to blood pressure for that hypertensive indi- 
vidual as a drop below 90 which occurs in the in- 
dividual with normal blood pressure during shock. 

Dr. Delp: Dr. Peete, if we gave the impression 
that all patients with myocardial infarction have 
blood pressures going to shock levels, we apologize. 
We don’t mean to imply that. We were talking 
about the cardiovascular collapse picture, which is 
rather common, it seems, in myocardial infarction. 
And, that is the picture we would like to make. 

Question: How do you explain the cold clammy 
cyanotic extremities when pulses were felt in the 
feet? 

Dr. Durkee: I thought he did have a partial oc- 
clusion of the arteries to his legs. I did not expect 
to find a palpable pulsation. I went over him sev- 
eral times hoping I was wrong. It would be com- 
patible with a partial occlusion of the iliac vessels. 

Dr. Delp: As a matter of fact, I think, there was 
one other thing that contributed to some of the 
cyanotic appearance of this patient’s skin; that was 
his extreme degree of narcosis. It was profound as 
you can well imagine from six grains of Nembutal 
and 2 grain of morphine given within three to 
four hours prior to the time Dr. Durkee first saw 
him. But, nevertheless, the fundamental explanation 
for those vascular changes in his feet had to be inter- 
ference with the arterial flow. 

Question: How long does it take to split the 
aorta all the way down? 

Dr. Delp: Dr. Durkee, how long do you think it 


took this dissection to progress from its point of . 


origin to the ikiacs? : 

Dr. Durkee: He had his onset of symptoms and 
pain in his lower extremities in about 45 minutes. 
I suppose that was the time it took. 

Dr. Delp: While we cannot be positive, the his- 
tory clearly suggests this elapsed time between the 
first pain of dissection and its arrival in the lower 
extremities. Then .why not accept it. Don’t be so 
skeptical about the value of historical features. 


Summary 

In this case we find quite a typical clinical picture 
of dissecting aneurysm progressing rapidly to a fatal 
termination. The following features follow the 
usual pattern: (1) severe, indescribably severe pain 
in the chest with radiation over the abdomen to the 
back and the lower extremities; (2) symptoms ap- 
pearing in a middle aged male known to have a 
hypertension; (3) a blood pressure sustained above 
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the usual vascular collapse levels seen in myocardial 
infarction; (4) cyanosis prominent over the lower 
half of the body; (5) the final process resulting in 
death being cardiac tamponade. 


Oklahoma City Clinical Society to Meet 

The Oklahoma City Clinical Society wilk hold its 
annual fall conference October 24-27 at the Bilt- 
more Hotel. A registration fee of $15 will cover all 
features, lectures, postgraduate courses, round-table 
luncheons, dinners, banquets, commercial exhibits, 
and entertainment. Dr. Ernest E. Irons, president 
of the American Medical Association, wilk take part 
in the program. 

The specialties represented in the program, with 
the names of the speakers, are: . anesthesiology, 
Dr. M. Digby Leigh, Vancouver, B.C., Canada; 
dermatology, Dr. Francis W. Lynch, University of 
Minnesota School of Medicine; medicine, Dr. Jos- 
eph S. D'Antoni, University of Tulane, Dr. Louis 
H. Newburgh, University of Michigan School of 
Medicine, and Dr. Joseph B. Cander Veer, Univer- 
sity of Pennsylvania; obstetrics and gynecology, Dr. 
Willard M. Allen, Washington University School 
of Medicine, and Dr. John Parks, George Wash- 
ington University School of Medicine; ophthalmol- 
ogy, Dr. Arno E. Town, Jefferson Medical College; 
orthopedic surgery, Dr. Ralph K. Ghormley, Mayo 
Foundation; pathology, Dr. Lauren V. Ackerman, 
Washington University School of Medicine; pediat- 
rics, Dr. Horace L. Hodes, Johns Hopkins School of 
Medicine; roentgenology, Dr. John F. Holt, Univer- 
sity of Michigan School of Medicine; surgery, Dr. 
Carl A. Moyer, Southwestern Medical College of 
the Southwestern Medical Foundation, Dr. James 
Ross Veal, Georgetown University School of Medi- 
cine, and Dr. John M. Waugh, Mayo Foundation; 
urology, Dr. Dalton K. Rose, Washington Univer- 
sity School of Medicine. 

Reservations may be addressed to the Oklahoma 
City Clinical Society, 512 Medical Arts Building, 
Oklahoma City, Oklahoma. 


National Magazine Recognizes Kansas 
A magazine of national circulation, Coronet, gave 
an account of the Kansas Rural Health Plan in an 
article entitled “Kansas ‘Answers Socialized Medi- 
cine,” appearing on Page 93 of the September issue. 


Academy of General Practice to St. Louis 
The 1950 scientific assembly of the American 
Academy of General Practice will be held at St. 
Louis, Missouri, February 20-23. Headquarters will 
be at Kiel Auditorium, where all sessions will be 
held, and there will be no official hotel. 
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Adjustment in Blue Shield Services 


In a full meeting of the Blue Shield Board on 
September 11, the directors approved recommenda- 
tions of the Blue Shield Executive Committee for 
an increase in Blue Shield membership dues and 
for certain adjustments in services. These changes 
are to become effective December 1, for all mem- 
bers whose payments fall due on that date. 

It is important that members of the Kansas Medi- 
cal Society understand the primary reasons for these 
changes and some of the limitations which were im- 
posed upon the Blue Shield Board in modifying the 
program from the standpoint of meeting the wishes 
of certain specialty groups within the profession. 


Changes in the program have been under con- 
sideration for almost a year, since it was evident 
some time ago that the use of service on the part 
of members was rising and eventually would call 
for an increase in membership dues. In a program 
involving 160,000 members it is important that 
’ changes be held to a minimum. Consequently, since 
an increase in dues was obvious, the Blue Shield 
Executive Committee considered other changes 
which could be put into effect at the same time 
which would be beneficial to the program and which 
would meet some of the wishes of the doctors. In 
the process of studying this problem consultations 
have been held with various specialty groups; there 
have been meetings with representatives of the pro- 
fession, the state-wide Physician Relations Commit- 
tee; and there have been conferences with repre- 
sentatives of Blue Shield members from all over the 
state. The task involved bringing together many 
different viewpoints. 

One of the first considerations, of course, was 
to keep membership dues as low as possible. It is 
important to make a creditable demonstration of 
the ability of a voluntary plan to meet health needs. 

One of the chief criticisms of the Blue Shield 
program was that it failed to provide enough non- 
surgical service. Many internists and general prac- 
titioners felt that there was an improper balance 
between service for non-surgical care and service 
for surgical care. The Blue Shield Executive Com- 
mittee has made an earnest effort to resolve some 
of these differences. The new plan will provide 
non-surgical service in the hospital beginning with 
the second day instead of with the fourth day as 
under the old plan. It did not seem prudent to pro- 
vide non-surgical service beginning with the first 
hospital day since it was felt that this provision 
would cause an indeterminate demand for service 
over and above the present level of use. By chang- 
ing the wording in the Member's Agreement to 
show that the member is responsible for the phy- 
sician’s charges for the first 24 hours for hospital 
care in non-surgical cases, it is believed that the 
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Executive Ccmmittee has taken out of the contract 
the cause for the chief complaint of doctors. Thus 
a doctor is free to charge the patient according to 
the amount of time involved and the seriousness of 
the condition for the first 24-hour period. A num- 
ber of other adjustments have been made in the 
program, as will be seen in the outline at the end 
of this article. 

The Executive Committee asks the cooperation 
of the entire profession in the future development 
of Blue Shield. The Blue Shield Board does not 
consider this to be a static program and will work 
constantly through the Physician Relations Com- 
mittee and all other interested groups and individ- 
uals to determine the wishes and needs of the pro- 
fession in its own prepayment program. 

It is desirable that physicians know some of the 
problems encountered in announcing changes in 
the program to lay members. A constant objective 
of the Blue Shield Board is to maintain good public 
relations with members so that they will better 
understand the basis of this developing partnership 
between the people and the doctors. 

Printed below is a letter written by President 
Barnes which will be distributed this month to the 
members of Blue Shield. 


Dear Member: 


Blue Shield in Kansas in less than four years 
has grown to a membership of 160,000. In the 
first eight months of 1949 alone, close to a 
million dollars has been paid for service to 
members. More than 1,400 doctors of medicine 
in Kansas now stand back of the service as 
participating physicians. 

This acceptance of the plan, by both the 
people and the doctors of Kansas, has meant 
more medical care to more people. The first 
year about one member out of 10 used the 
services. Today, one in seven. We believe this 
increased use is good and necessary to the health 
and well-being of the members. But it means 
that the low membership dues, set in 1945, 
cannot carry the increased cost. 

Several aspects of the situation needed con-— 
sideration, and the whole matter was fully dis- 
cussed in meetings with representatives of the 
members, the State Members Committee, on 
two cccasions. In these meetings it was made 
clear that: 

No increase in payments to physicians 
was to be considered; the same schedule 
established in 1945 would be continued. 

The expenses of administering the serv- 
ice had decreased. 

The primary reason for any need to 
change the dues lay in the increased use of 
service. 
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General membership, in Blue Shield ex- 
perience as in Blue Cross experience, has 
been using about 25 per cent more service 
than employee group members. 

While all were in agreement that every effort 
should be made to keep membership dues as 
low as possible, there was general feeling ex- 
pressed that Blue Shield should make necessary 
increases in dues rather than lessen its essential 
services to members. 

This means some increase in dues for all 
members. For the general membership the in- 
crease must be larger to cover the additional 
use of service. The changes will become effec- 
tive on the date shown on the enclosed notice 
card which bears your name. 

Some adjustments in the service have also 
been made which we believe will be beneficial 
to the members in the over-all operation of the 
service. You will find these changes described 
in this folder. We hope you will read it care- 
fully. It is important that you have the fullest 
understanding of the provisions of the Mem- 
ber’s Agreement and how your service works 
for you and your family. 

Cordially, 
CONRAD M. BARNES, M.D. 
President, Blue Shield 


The following: outline will show the adjustments 
being made: 

Basic provisions of the contract are essentially the 
same. 

Maximum Limits in Contract Year are Removed. 
The old agreement had limits of $175, $300, 
and $1,000 on the amount of service available 
for the same ilness, two or more illnesses of 
an individual member, or use of service by a 
family group, respectively. These limits have 
been removed. 

X-Ray and Radium Treatment for Cancer is Added. 
The new agreement has been broadened to 
cover the treatment of cancer by x-ray and 
radium therapy. 

Earlier Payments for Medical (non-surgical) Care 

are Available. 

Medical (non-surgical) care is now provided 
beginning with the second day in hospital. The 
old agreement provided medical care beginning 
with fourth day. 

Eight Months Waiting Periods for Only Two Con- 

ditions Remain. 

The old agreement excluded service for the 
first eight months of membership for five spe- 
cific conditions. The new agreement requires 
waiting periods for only two conditions, 
namely, maternity and tonsil and adenoid opera- 
tions. Services for all other conditions are 
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provided immediately on the effective date of 
membership. 

Provisions for Maternity Care are Modified. 
The allowance of $50 for delivery and $125 
for Caesarean section remain the same under 
the new agreement. However, pre-natal visits 
are no longer included as a part of the ma- 
ternity provision. The additional allowance 
heretofére made for breech and forceps de- 
liveries and episiotomies has been eliminated. 
The allowance for circumcision of the new- 
born has been changed from $10 to $5. 

Payments for Tonsil and Adenoid Operations are 

Lowered. 
The previous allowance of $35 for tonsil and 
adenoid operations has been reduced to $25. 
The $25 allowance comes nearer the level at 
which Blue Shield payments are related to 
average fees across the state. 

Allowance for Minor Complains or Injuries is 

Eliminated. 
The old agreement provided an allowance for 
minor injuries such as bruises, sprains, abra- 
sions, small burns, etc. This allowance has 
been eliminated, as well as payment for certain 
minor conditions such as wens, warts, etc. By 
eliminating these items of small cost to the 
patient, substantial amounts are saved for more 
serious and costly care. 

Allowance for Consultations is Eliminated. 
The new agreement does not provide the allow- 
ance of $5 for consultations which was in- 
cluded in the old agreement. This. was not an 
adequate allowance for consultations involving 
the services of specialists. 


Air Force Medical Service Organized 


Final reorganization of the Office of the Surgeon 
General, U. S. Air Force, has been completed, Ma- 
jor General Malcolm C. Grow, USAF Surgeon Gen- 
eral, announced recently. The Department of the 
Air Force was provided with its own medical service 
on May 13 by direction of Secretary of Defense 
Louis Johnson. It had formerly been under Army 
control. 

The Office of the Surgeon General will supervise 
all medical activities of the air force, including 
operation of hospitals at air force bases in this coun- 
try and overseas. It will also render technical super- 
vision over the School of Aviation Medicine, Ran- 
dolph Field; the Aero-Medical Laboratory, Dayton, 
Ohio, and the Arctic Aero-Medical Laboratory, 
Alaska. 

The Air Force Medical Service is participating in 
joint staffing of Army general hospitals and other 
joint Army medical activities. 
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Aureomycin is now generally accepted as one of the most versatile antibiotics yet isolated. In 
addition to attacking the Gram-positive cocci with great effectiveness, it is useful against 
many Gram-negative organisms, particularly those of the coli-aerogenes group. It is also effective 
against rickettsial infections and certain diseases of unknown etiologies, such as primary atypical 
pneumonia. Aureomycin in solution with sodium borate has been found highly effective in the 
eye in a concentration of one-half per cent. Among others it is active against the diplobacillus of 
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Medicine in Europe 

Editor's Note. This is the second of a series of 
articles prepared for the Journal by Dr. F. R. Croson, 
Clay Center, who is now traveling in Europe. 

Holland has three levels of income which they 
take into consideration in their National Health In- 
surance Act, those whose annual income is 4,000 
kroner ($1,400) or below, those whose income is 
4,000 to 6,000 per annum, and those whose income 
is above 6,000. Deductions are on a percentage 
basis, six per cent from the employee and the same 
from the employer. All employees must belong to the 
National Association unless their income is above 
6,000 kroner, and in that case they cannot get sick- 
ness insurance and are private patients. The sick- 
ness expense for all indigent patients is met by the 
state. The system is badly abused in as much as 
patients with high incomes creep in for treatment 
to which they are not entitled. They are often 
referred to a “free” hospital for operative care upon 
the word of their attending physician only. One man 
may have expressed it very well when he stated that 
the Dutch became such good schemers under the 
occupation to outwit the Germans that they had 
difficulty overcoming that habit. 

For the deductions the patients receive almost 
complete medical care—except for expensive or un- 
usual examinations, medications or treatments in 
the low income group. These exceptions must be 
ordered by the physician, paid for by the patient 
who is reimbursed about 60 per cent. Those in the 
middle group teceive from 60 to 72 per cent of 
medical expense, depending on the case, which is 
reviewed by a board of technical economists. The 
plan seems to work well but all the medical care 
plans in all of the occupied countries during the 
war were badly’ interrupted. 

I spent one morning at the Binner Gykhuis at 
Amsterdam. The chief surgeon told me that about 
90 per cent of the Dutch in the larger cities were 
covered by insurance and he thought about 80 per 
cent of the rural population. This was substantiated 
by a surgeon at Alkmaar who told me that about 22 
per cent of the patients he saw were private patients. 

Fees are set by the state for the people who are 
insured and are paid to the doctor, the druggist and 
the hospital by the insurance company, which is 
owned by the state. There is always a deficit and 
this is made up by direct taxation. Incidentally, I 
told you last month that Norway had the oldest plan 
of national health insurance, but the Dutch informed 
me that their plan is older although they would put 
no definite date on the origin of their plan. 


* * * 
Our visit to Belgium was over the week-end of 
their celebration of liberation from the Germans 
five years ago. It was a reak event and lasted over 
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several days. I did not have an opportunity to visit 
a hospital there as most of the members of the staff 
were assisting with the celebration. I did meet with 
a doctor and a manufacturer in a social way at one 
of their homes. They were well informed and gave 
me the material I am reporting. 

Only employees are entitled to “free” medical 
care in Belgium. The employee has eight per cent 
of his wagés deducted and the employer contributes 
18 per cent. This all goes to the Official National 
Secretary of Security (O.N.S.S.) which is the finan- 
cial agency of the plan. It is not a complete plan in 
as much as the insured obtains only 40 to 60 per 
cent of his medical expense to the hospital, druggist 
and doctor, and if he requires the service of a special- 
ist he is entitled to cnly 18 per cent. Needless to 
say, specialization is not as sharply defined as in 
England or Sweden. 

Obstetrics pays an additional fee of about $60 
per case. This is a flat rate and the obstetrician 
must abide by it and take the bitter with the sweet. 
The O.N.S.S. also pays the parents 75 kroner every 
quarter for each child born to them until the child 
is 17 years of age, providing he does not become a 
wage earner before that age. It also provides medical 
assistance for the indigent and the unemployed, but 
there is no way in which an employer can benefit 
by their plan and the fees he pays are only slightly 
less than our fees at home. 

* * * 

In Paris we visited the American Hospital and 
received a grand welcome. It is strictly a private 
hospital which is operated much the same as we 
operate our hospitals at home. Most of the patients 
are American, but some are French who come to this 
institution for treatment. There I met a Russian 
woman who was a welfare worker and had been 
associated with the hospital for 27 years and had a 
world of information about French medicine. 

It is controlled by the Securite Sociale, established 
July 1930, and is almost 100 per cent in its member- 
ship. Every employee must belong to it. Employees 
contribute six per cent of their first 22,000 francs 
per month income, and the employer contributes 
10 per cent. Any employee over 65 years of age con- 
tributes only two per cent but the employer's 10 
per cent is fixed. It is interesting to note that when 
the plan was adopted the deductions were on the 
first 1,500 francs per month but the platform has 
been raised to the present 22,000 largely due to 
inflation and the resulting decrease in the franc 
value. It probably is due for another raise in the 
immediate future. 

The members of the Securite Sociale are entitled 
to physicians’ and surgeons’ services, also services 
of clinics and complete hospital service if needed. 
They are not entitled to x-ray examinations or treat- 
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ments, hydrotherapy, appliances or expensive and 
unusual medications. They also have a very limited 
dental service—largely extractions. 

The patient pays the hospital, doctor or druggist 
directly, sends his receipts to the S.S., which reim- 
burses him. He is not entitled to any treatment un- 
less he has worked continuously for 66 hours. If 
any member of the family is an employee or has 
ever been since July 1930, that family is a member 
of the S.S. As you can readily see, this is the reason 
for almost 100 per cent coverage. 

The organization pays an unemployed insurance 
but the unemployed must report to the SS. office 
once a week with his card. During the period of 
unemployment he is a member in good standing. 
It also pays an additional fee for obstetrical cases, 
6,000 francs if the patient is delivered by an M.D. 
and 7,500 francs if delivered by a midwife. 


All members may be pensioned at the age of 65. 
Those who have belonged to the S.S. five years or 
less receive almost nothing and are therefore com- 
pelled to continue to work. If a person has belonged 
15 to 20 years his pension is enough for him to live 
comfortable without any other income. It also pays 
a family for every child born. This amount varies 
first according to the zone in which the family lives 
as some zones are more expensive than others; 
second, according to the number of children in the 
family, and third, it depends upon whether both 
parents are employed. If the mother must remain at 
home and care for small children, she also draws 
upon the fund. This is paid until the child is 17 
years of age and is in school or not employed. This 
age limit may be advanced to 20 years if the child 
continues to go to school or is dependent because 
of illness. If for some physical reason he cannot be 
employed, then the deduction from any member of 
his family, who is employed, makes him eligible for 
benefits. It is quite an elaborate system but a family 
with 10 children in Zone 1 would draw 45,850 
francs per year if all the children were under 17 and 
the mother was not employed. 

In Paris I saw an. x-ray operating table. The table 
had a fluoroscopic screen built in it. The tube was 
placed above the patient and table and the radiologist 
simply lay down in a dark box under the table and 
through a speaking tube directed the efforts of the 
surgeon. It was said to be very excellent for remov- 
ing foreign bodies and was developed during the 
last war. It seemed to me that it might well increase 


the mortality rate of radiologists. 
* * * 


In Munich, Germany, I was most fortunate to 
meet Dr. H. Girard, who has been in the practice’ 
of internal medicine there for 30 years and is a 
veteran of both wars. He was well informed and 
very graciously gave me a lot of his time and 
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answered numerous questions concerning the 
method of practice in his homeland. 

The German system, first introduced ty Bismarck 
about 1870, is divided into three distinct groups, 
the government controlled Krankenkasse, the volun- 
tary Krankenkassen, and the private practice. All 
employees whose salary is less than 400 marks a 
month must be members of the government Krank- 
enkasse. The amount taken from the salary is about 
20 per cent but this is equally divided between 
employee and employer. Anyone who has ever be- 
longed to this group may continue his membership 
there even if his income far exceeds the stipulated 
amount. This-is an imposition on the doctors and 
the example cited was that of a butcher who worked 
in a shop and was therefore a member of the gov- 
ernment K.K. When he prospered and became the 
owner of a large wholesale shop himself, he was still 
a member and the doctor was obliged to treat him 
at the rate of the near indigent. 

Doctors and hospitals must also join the Krank- 
enkasse in order to treat these patients, and the pa- 
tient is free to go to any member doctor, clinic or 
hospital for treatment, which includes all medical 
and surgical care, hospitalization, when ordered by 
the doctor, medications, ambulance service, and a 
limited dental service which allows extractions and 
cheap dentures. If fillings of a permanent nature 
are desired he must pay for these himself. Trusses 
and glasses are also supplied. During any period of 
illness the member draws sickness insurance which 
is an appreciable amount, if he has paid a consider- 
able sum into the organization. If an illness requires 
the services of a specialist, the patient must be re- 
ferred by the attending physician. 

Twenty-five per cent of the amount collected by 
the K.K. goes to pay the doctors. The other 75 per 
cent goes to hospitals, druggists, dentists, appliance 
houses and for administration. The exact cost of 
the last item is unknown. The government pays 
the doctors once every quarter. The payment is made 
pro rata. When a patient calls on the doctor he pre- 
sents a slip from his employer giving the name, ad- 
dress and number. The doctor keeps the slip and 
inserts the diagnosis and the treatments. No patient 
can get more than one slip during a quarter. These 
slips are supposed to be worth three and a half 
marks each, but if a doctor turns in more than 800 
per quarter, they are worth less—possibly two and 
three quarters marks, and he cannot turn in more 
than 2,000 per quarter. 

A board of equalization meets and goes overt 
these slips. The ones which are allowed are added 
up and the payment pro rated. The more work a 
doctor does, the less the amount paid per ship. This 
works a real hardship on the profession during an 
epidemic. Many patients are treated for 90 days 


The brilliant English poet, Lord Byron, who had many mild convulsive 
attacks during his short life, is an outstanding example of the fact that 
epilepsy need not cloud a man’s mentality. 


Comparative studies have shown that in some cases better control of grand mal as well as petit 

mal seizures can be obtained with Mebaral than with corresponding doses of other antiepileptic 

drugs. Mebaral produces tranquillity with little or no drowsiness. It is particularly desirable not 

only in epilepsy but also in the management of anxiety states and other neuroses. The fact that 

Mebaral is almost tasteless simplifies its administration to children. Average dose for children ¥ 
to 3 grains, adults 3 to 6 grains daily. Tablets 2, 1% and 3 grains. 
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for three and a half marks or less. This amount has 
the purchasing power of less than one dollar. 

Obstetrical cases are extra, as are operative fees, 
but these must come out of the original 25 per cent. 

The second great group consists of the voluntary 
Krankenkassen. This group consists of families whose 
income is greater than 400 marks per year and who 
do not belong to the government K.K. We would 
call these cooperatives. The membership is made 
up largely of business men and shopkeepers. About 
50 per cent of those eligible belong. They pay from 
20 to 50 marks a month into the organization. They 
are treated on a fee basis and their benefits vary 
according to contract. The patient pays part of the 
cost directly to the hospital or doctor. A premium of 
50 marks a month would entitle a family to almost 
the same protection as is given under the govern- 
ment plan. These voluntary Krankenkassen usually 
have a reserve at the end of their fiscal year and this 
is refunded to the membership. Some have refunded 
as much as 3314 per cent of the premiums. For 
this reason many patients in this group will pay 
privately small amounts to the doctor for they are 
not eligible to refund if the service has been used 
at all. 

The third group is made up of private patients. 
About 50 per cent of the patients of old established 
doctors in a specialty are from this group. These 
are doctors who have built up a reputation through 
the years. No young doctors have any private pa- 
tients and many of the older doctors who would 
not accept any K.K. patients before the Nazi regime 
are now glad to have them. Many people who had 
been private patients for years are now K.K. patients 
because of financial reverses. Any man who was 
wealthy in 1914 has done well if he has salvaged 
six per cent today. 

All doctors, with a very few exceptions, belong 
to the Krankenkasse plan. They are forced to do so 
for economic reasons. A man must be in practice 
for a year before he is eligible to belong and for 
five years if he wishes to qualify as a specialist. 


Finally, if a doctor in Germany nets as much as 
1,000 marks a month he must pay the government 
850 marks as income tax. There is no greater heri- 
tage than being a citizen of the United States of 
America. 


I spent a part of two days at the 98th General 
Hospital of the U. S. Army with Colonel Robert T. 
Gants, M.C., U.S.A., who is from Downs, Kansas! 
He was most hospitable and gracious and we spent 
a great deal of time visiting about Kansas doctors. 
You would all be proud of the grand work he and 
his staff are doing for our boys in the Army of 
Occupation. 
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A report on Austria would be to repeat all of 
Germany. The general set up is the same although 
percentages vary slightly. I have had an opportunity 
in Vienna to see Dr. Paul Werner, Dr. Finsterer and 
Dr. Boehler work. Many of you have visited the 
Krankhaus der Stadt Wien, the Allgemaine Krank- 
kenhaus and the Boehler Klinick, and I am sure they 
were of as much interest to you as they were to me. 


COUNTY SOCIETIES 


A meeting of the Central Kansas Medical Society 
was held at Hays, September 15. The scientific 
program was presented by two Hays physicians, Dr. 
John Moore, who spoke on “Hip Joint Conditions 
in Childhood,” and Dr. A. M. Cherner, who dis- 
cussed x-ray therapy. Dr. Haddon Peck, St. Francis, 
president of the state society, explained Reorgani- 
zation Plan Number 1, after which Mr. Proctor 
Redd of the Blue Shield office, Topeka, spoke on 
activities and plans of that organization. At the 
business session Dr. Fagan White was elected dele- 
gate to fill the unexpired term of the late Dr. F. S. 
Hawes, and Dr. White and Dr. Lloyd Reynolds were 
instructed to attend the state conference of county 
medical society officers at Wichita, October 2. 


Dr. John A. Grove, Newton, was speaker at a 
meeting of the Butler County Society at El Dorado, 
September 12. He spoke on fractures. 

* * * 

The Cowley County Society met September 15 at 
Arkansas City. Dr. John A. Segerson, Menninger 
Clinic, Topeka, discussed “Cerebral Accidents.” 

* * * 

The Reno County Medical Society was host to 
the Mid-central Kansas Medical Society at Hutchin- 
son, September 7, with 56 members attending. Din- 
ner was served at the officers’ club, after which a 
scientific program was given at the Hotel Bisonte. 
Dr. Ferdinand Helwig, pathologist at St. Luke’s 
Hospital, Kansas City, Missouri, spoke on “Path- 
ology of Tumors of the Thyroid, Mediastinum and 
Chest,” illustrating with slides of ceHular pathology 
and discussing clinical aspects of each disease. 

* * * 

The first fall meeting of the Shawnee County 
Society was held September 6. Dr. A. Lawrence 
Able of London, a member of the Section of Proc- 
tology of the Royal Society of Medicine, was pres- 
ent as a guest and told of medical practice in Eng- 
land under the socialized plan. 


The date for the 91st annual session of the Kan- 
sas Medical Society has been set—May 15-18, 1950. 
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LABORATORIES 


RESPONSIBILITY 


CLINICAL PATHOLOGY 
e PATHOLOGIC ANATOMY 
y 
DUNCAN LABORATORIES 
Established 1924 
909 Argyle Bldg. KANSAS CITY 6, MO. 
: 230 Frisco Bldg. JOPLIN, MISSOURI 
, RALPH EMERSON DUNCAN, M.D. 
. MAURICE L. JONES, M.D. 
y 


In addition to diagnostic laboratory services, chemically accurate and clinically tested re- 


agents, solutions, stains and culture media are available for immediate delivery. 
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ACTIVITIES OF MEMBERS 


Dr. Victor E. Moorman, who recently finished 
a residency in ear, nose and throat work at Wash- 
ington University, St. Louis, is now practicing in 
Hutchinson in association with Dr. Gordon E. Stone. 

* * * 

Dr. E. R. Hill, Lyons, recently completed a grad- 
uate course in surgery at Cooks County Graduate 
School of Medicine, Chicago. 

* * * 

Dr. and Mrs. R. L. Drake, Wichita, who went to 
Europe in August, were in Paris early in September 
where Dr. Drake attended the International Neurol- 
ogical Congress. 

* * * 

Dr. M. Leon Bauman, Parsons, director of the 
Labette County health unit, went to Cambridge, 
Massachusetts, last month to enroll in a nine months 
course in public health administration at Harvard 
University. 

* * * 

Offices of the Southwest Clinic were opened ia 

Ulysses recently, supplementing the offices of the 


clinic in Syracuse. Members of the staff are Dr. 


E. R. Beiderwell, Dr. Robert R. Sewell, and Dr. Cecil 
E. Petterson. Dr. Sewell will be resident physician. 
* * * 


Dr. Donald Upp, Winfield, has resigned his posi- 
tion as Cowley County health director to take up a 
similar position in Hanford, California, for Kings 
County. 

* * * 

Dr. Henry H. Dunham of the University of Kan- 
sas Medical Center recently spent a month in Oak 
Ridge, Tennessee, studying the techniques of using 
radioactive isotopes in research. He was:one of 32 
scientists enrolled for the course of“ered by the Oak 
Ridge Institute of Nuclear Studies. 

* * * 

Dr. Jack T. Terry, who has been on the sta‘f of the 
Achenbach Memorial Hospital at Hardtner, resigned 
last month to kecome associated in practice with Dr. 
Thomas McElroy, in Ponca City, Oklahoma. 

* * * 

Dr. William M. Brownell, who has been practic- 
ing in Arkansas City, is now associated with the 
Veterans Administration Hospital at Wadsworth. 

* * * 


Dr. Henry O. Marsh, Wichita, was one of the 
speakers at the convention of the American Occu- 
pational Therapy Association held recently in De- 
troit, Michigan. His subject was “Assembling 
Forces for the Cerebral Palsied Child.” 
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Dr. R. S. Roberts, who recently finished a resi- 
dency at St. Francis Hospital, Wichita, has opened 
an office in Ottawa. 

* * * 

Dr. Robert F. Freeman, a recent resident in psy- 
chiatry at Winter Hospital, Topeka, is now prac- 
ticing in Nortonville and was guest of honor at a 
community reception in August. . 

* * 

Dr. Ben H. Buck, Jr., a member of the Sedgwick 
County Society, is completing a residency in surgery 
at Veterans Administration hospitals in Wadsworth, 
Kansas, and Hines, Illinois. 

* * * 

Dr. Andre Baude, Topeka, was recently made a 
fellow of the American College of Chest Physicians. 
* * * 

Dr. W. O. Nelson, Lawrence, has returned from 
Nova Scotia where he took postgraduate work at 
St. Anthony Hospital. 

* * * 

More than 1,000 persons attended a community 
basket dinner at the Goodland park August 28 when 
it was dedicated and named Gulick Park in honor 
of Dr. A. C. Gulick. Dr. M. J. Renner, Goodland, 
delivered the address, and the program was broad- 
cast over station KWGB. The station also honored 
Dr. Gulick during the week by a daily program tell- 
ing the story of his life. 


DEATH NOTICES 


CLAUDIUS ESTYL BANDY, M.D. 

Dr. C. E. Bandy, 72, a member of the Ford 
County Society, died August 27 at his home in 
Bucklin. He was graduated from the Hospital 
College of Medicine, Louisville, Kentucky, in 
1905 and came to Kansas in 1911, practicing 
first at Kismet and Kingsdown. In 1918 he 
moved to Bucklin and continued to practice 
there until his retirement a few months ago 
because of poor health. 


* * * 
CHILTON W. McLAUGHLIN, M.D. 

Dr. C. W. McLaughlin, 73, coroner of 
Wyandotte County since 1944, died Septem- 
ker 22. He had practiced in Kansas City since 
his graduation from the College of Physicians 
and Surgeons, Kansas City, in 1900. During 
World War I he held three public positions, 
physician for the Kansas State School for the 
Blind, commissioner of health and sanitation 
for the city, and assistant epidemiologist for 
the United States Public Health Service. He 
was a member of the Wyandotte County 
Medical Society. 
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ONG AGO, he’d planned the year, the day, the 
hour of his retirement. 


But now, a year beyond that date, his desk is 
still open . . . the weekday trout still in the brook. 


What happened? Unexpected expenses... 
Nickie starting college . . . the last af Mom’s hos- 
pital bills. He never really figured it out. But the 
happy day he planned was no longer in sight. 


A lot of years are getting away from a lot of 
people . . . because they don’t have a plan which 
helps them save money regularly. But there are 
people who are making the most of the years, by 
investment in United States Savings Bonds. 


It’s an easy, automatic way of insuring a finan- 
cial future, thanks to two simple, automatic 
plans: 


1. The Payroll Savings Plan, at the firm 
where you are employed. You get a bond just 
as often as you like. 


2. If not on a payroll, join the Bond-A- 
Month Plan at your bank. 


Don’t let another year—another moment—escape 
you. Sign up today. 


Gitémati, saving Aaving, 
US. Savings Bonds 


Contributed by 
CAPPER PRINTING CO.., Inc. 


912 Kansas Avenue 
TOPEKA, KANSAS 
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THE KANSAS PRESS LOOKS 
AT MEDICINE 


For _ panies of the Journal the Editorial Board 
selects re tative opinions from the press. These are 
presented to give the medical profession a review of cur- 
rent editorial expression and include opinions that are 
both favorable and unfavorable to medicine. The Editorial 
Board would appreciate hearing from the membership 
regarding selection of material for this column. 

Maybe AFL Could Learn from AMA 

The 12-point national health program of the 
American Medical Association is a far cry from the 
position which that organization held for so long. 
For years it has expended much time and effort in 
a determined negative stand on any sort of “social- 
ized medicine.” But the AMA has evidently taken 
note of public sentiment and concluded that the 
status quo, whatever its merits, can no longer be 
preserved. 

So the association has come out for such revolu- 
tionary (for them) measures as a Cabinet depart- 
ment of health, a national foundation for medical 
research, greater emphasis on industrial medicine, 
voluntary health insurance, rural health centers, 
mental hygiene, health education, and so on. 

In contrast to this retreat from a fixed position 
we have the testimony of AFL President William 
Green on a new labor relations law. Green has 
never budged from his oposition to the Taft-Hartley 
act or admitted that it was ever anything but totally 
evil, from first word to last. He has never, to our 
knowledge, admitted that union leaders have ever 
indulged in any excesses of ‘power or privilege. He 
has never admitted that any regulation of union 
activity was desirable or necessary. 

Perhaps it’s in the nature of their profession, but 
it seems to us that the members of organized medi- 
cine have felt the public pulse more accurately than 
the members of organized labor. There was a time 
when it seemed that no group could be more ada- 
mant than the officers of the AMA. But, whether 
or not their program is either what the people want 
or what Congress will pass, it can be said that they 
have seen the light. 

The task of Congress would be easier and our 
industrial future would be brighter if men like 
Green could have a similar revelation. It is obvious 
that the AMA realized at length that the public 
has quite as much at stake in national health legis- 
lation as the medical profession does. We hope that 
Green and others of like mind will also come to 
believe that a labor law is not simply a grant of 
privilege to the unions, but a code of regulations 
that affects consumer and employer as well as the 
worker.—Coffeyville Journal, February 22, 1949. 
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They Hold the Power 


American doctors through their great national 
organization, the American Medical Association, 
have raised more than $1,500,000 already to finance 
a campaign for the American people against social- 
ized medicine as proposed by President Truman. 


Would the doctors permit a suggestion? Is there 
any professional or business man in America who 
has more influence on the people with whom he 
comes in contact than the family doctor? Providing 
literature and lectures upon the dangers involved in 
the destruction of the practice of the family doctor 
is quite essential. Certainly it is most proper that 
the American people be informed as to the argu- 
ments. But getting down to practical mechanics, the 
American doctors who do not want socialized medi- 
cine should go to work campaigning among the 
people who send for them and to whom they are 
both physicians and counselors. They can create 
more virile sentiment in opposition to the socialized 
thing than in any other way by taking the case di- 
rectly to their patients. Doctors who are not willing 
to do this can hardly proclaim themselves as op- 
ponents of the socialized program. Doctors have 
the power and they ought to use it—Pittsburg Sun, 
June 22, 1949. 


* * * 


Moral Power 

In its conclusion to a long editorial on compul- 
sory government health insurance, Life magazine 
says, “What worries us is the loss of moral power 
that must come when a people turns more and more 
to compulsion to solve its problems. Left to their 
own devices, the U. S. people have shown both in- 
genuity and ability in meeting their needs through 
voluntary action. Without state compulsion they 
have created the best medicine in the world. What 
is more, they have demonstrated that American 
capitalism can shape the social’ instruments neces- 
sary to a modern society without relinquishing the 
freedoms and responsibilities that make it strong.” 


The fight against compulsory health insurance ‘s 
not a selfish fight against improving medical service 
to the American people. The country needs more 
doctors. It needs more hospital beds and other fa- 
cilities. The point is how. to get these additional 
requirements without destroying the magnificent 
achievements we have already made. Senator Smith 
of New Jersey described the problem admirably in 
this little parable: “I think of a man who lives in a 
fine big house with a leaky roof. The man says, 
‘This is horrible... We must tear down the house 
and go build a wonderful new jail and live in the 
jail instead.’” Compulsory health insurance, which 
would inevitably regiment and subject to political 
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DIGILANID. 
crystalline complex 


of whole leaf 


The dependable action of the total glycosides of Digitalis lanata 
whole leaf is provided by DIGILANID®, crystalline complex 
of lanatosides A, B and C, in regulated percentages. 

Possessing the additional advantages of uniform potency, 
stability and virtual freedom from impurities, DIGILANID may 
be regarded as “crystalline whole leaf.” 
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coercion the medical profession of the nation, would 
be such a jail. 

What, then, is the proper solution to the medical 
care problems we have left? It lies in the voluntary 
prepayment medical plans which now serve some 
50,000,000 people, in the constant progress the doc- 
tors and scientists are making in both extending and 
improving standards of care, in some workable 
means of helping those who are actually indigent. 
Then we can have even better health—without the 
jail—Atchison Globe, May 26, 1949. 


Request for Data on Twins 


A request for information on twins is made by 
Dr. A. C. Ivy, of the Department of Clinical Science, 
University of Illinois, Chicago, who is compiling 
information on the respective importance of hered- 
itary predisposition and environmental influence 
in disease in man. Information already assembled 
has shown a hereditary predisposition to tubercu- 
losis, diabetes, tumor formation, and a high, medium 
or low intelligence quotient. 

The current study concerns predisposition for 
peptic ulcer. Only six cases of the occurrence of 
peptic ulcer in one or both of mono- or dizygous 
twins have been reported in readily accessible lit- 
erature, although plenty of material should be avail- 
able since twins are born in one of 86 births and 
identical twins in one of 344 births. The general 
incidence of ulcer is from five to 10 per cent. 


The information Dr. Ivy wishes to have concerns 
cases about (1) one or both twins developing pep- 
tic ulcer, (2) the site of the ulcer, (3) the age of 
onset, (4) the type of twins (monovular or diovu- 


CLASSIFIED ADVERTISEMENTS . 


WANTED: Young surgeon to work with three man group 
in midwest. Surgical Board Members, doing large volume— 
excellent experience and instruction. Good salary, depending 
on qualifications. Write the Journal 10-49. 


WANTED—Young. Gentile graduate of Class A medical 
institution to serve as resident physician in 150-bed sanato- 
rium for nervous and mental disorders. Training in psychi- 
atry preferred but not essential. Excellent salary. If inter- 
ested in, employment under excellent conditions, near a 
thriving Southern city, write qualifications and date of 
availability to Dr. Orin R. Yost, Edgewood Sanatorium, 
Box 539, Orangeburg, S. C. 


FOR SALE—RCA cartridge loading wire recorder, foot 
switch and two cartridges included. Retail value approxi- 
mately $200.00. 1948 model, as good as new, has had 
little use. Will sell for $125.00. Write the Journal 13-49. 


STAFF PHYSICIAN WANTED. 
salary, all equipment and facilities. 


Institution offers good 
Write the Journal 14-49. 


SURGEON AVAILABLE. General surgeon wants location 
in clinic group or information on location for individual 
practice. Write the Journal 15-49. 
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lar), (5) the sex of the twins, (6) the date of birth, 
and (7) the number and age of brothers and sisters 
and the absence or presence of ulcer in each. 


Eleven to Medical Faculty 


The appointments of ten physicians and one doc- 
tor of philosophy to the faculty of the University of 
Kansas Sehool of Medicine were announced te- 
cently by Chancellor Deane W. Malott. All appoint- 
ments have already become effective. 


The physicians are: Dr. O. W. Davidson, asso- 
ciate in the department of surgery; Dr. Stanley R. 
Friesen, assistant professor of surgery; Dr. LeRoy 
Goodman, associate in gynecology and obstetrics; 
Dr. Merill T. Eaton, Jr., associate in psychiatry and 
neurology; Dr. Morton Jacobs, associate in psy- 
chiatry and neurology; Dr. John Mayer, instructor 
in surgery; Dr. Michael Donavon, instructor in sur- 
gery; Dr. Frank X. Dwyer, assistant in dermatology; 
Dr. Robert J. Murphy, assistant in dermatology; Dr. 
Charles A. Crockett, assistant in ophthalmology. 

Dr. Leonard A. Walker, who earned his Ph.D. at 
the University of California, will be assistant pro- 
fessor of biophysics and will assist in the cancer re- 
search program. 


ANNOUNCEMENTS 


October 17-23—Clinical Congress, American College of Surgeons, . 
Chicago. Including Sixth Inter-American Congress of Surgery. 
Headquarters at Stevens Hotel. Address Department of Public 
Relations, 40 East Erie Street, Chicago 11, Illinois. 

October 24-29—Course in Preclinical Science in Internal Medicine, 
American College of Physicians, at Washington University 
School of Medicine and St. Louis University School of Medi- 
cine, St. Louis, Missouri. Address E. R. Loveland, Executive 
Setretary, 4200 Pine Street, Philadelphia 4, Pennsylvania. 

October 27-29—Course in Gastrointestinal Surgery, Boston City 
Hospital, Boston, Massachusetts. Address National Gastroen- 
yore Association, Department GSJ, 1819 Broadway, New 

or! 

October 28-29—Sixth Annual Meeting, Association of American 
Physicians and Surgeons, Book-Cadillac Hotel, Detroit, Michi- 
gan. Address Secretary, 360 North Michigan Avenue, Chi- 
cago 1, Illinois. 

November 7-12—14th Annual Assembly and Convocation, Inter- 
national College of Surgeons, United States Chapter, Atlantic 
City, New Jersey. Open to all doctors of medicine interested 
in surgery. Address inquiries to Arnold S. Jackson, M.D., 
Secretary, Jackson Clinic, Madison 4, Wisconsin. 

November 9—Third Annual Southwest Regional Cancer Conference, 
Blackstone Hotel, Fort Worth, Texas. Hosts, Tarrant County 

edical Society and Tarrant County Unit, American Cancer So- 
ciety. No registration fee. Address, Tarrant County Medical 
Society, 209 Medical Arts Building, Fort Worth 2, Texas. 

February 20-21—Tenth Annual Congress on Industrial Health, 
Roosevelt Hotel, New York City. 

February 20-23—Scientific Assembly, American Academy of Gen- 
eral Practice, Kiel yeaa St. Louis, Missouri. Reserva- 
tions Accepted to January 16. ‘Address Hotels Reservation 
Bureau, A.A.G‘P., 1420 Syndicate Trust Building, St. Louis 1, 
Missouri. 


March 26-30—Pan-American Association of ge agg Miami 
Beach, Florida. Conference of National Society for Preven- 
tion of Blindness in Conjunction. Headquarters at Floridian 
Hotel, Miami Beach. 


May 14-19—International and Fourth American Congress on Ob- 
stetrics and Gynecology, New York, New York. 

MAY 15-18—1ste ANNUAL SESSION, KANSAS MEDICAL 
SOCIETY, WICHITA, KANSAS. 
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Whodcroft Hospital-P 


A private hospital for the scientific treatment of neuro-psychiatric disorders, including 
alcoholism and drug addiction. Beautiful landscaping and home-like surroundings afford 
a restful atmosphere. Accommodations vary from single rooms with or without bath to 
rooms en suite, allowing for segregation of guests. 


Detailed information furnished on request. 
Karl J. Waggener, M.D. Wendell T. Wingett, M.D. 


TOPEKA Office: J. E. McCurdy, Representative, 1160 College Avenue, Telephone 2-3027 
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ABSTRACTS FROM CURRENT 
LITERATURE 


Procaine-Penicillin 


Observations of the Use of Procaine-Penicillin. 
By Merl J. Carson et al, Jnl. Ped., 34-1, 40-43, Jan., 
1949, 

A standard dosage of 150,000 units was given 
to children under 11 kg. body weight, and 300,000 
units were given to children over this weight. Ade- 
quate therapeutic serum penicillin titers of 0.1 unit 
per cubic centimeter or more were obtained in all 
patients studied 12 hours after injection. In the 
great majority of patients titers of 0.1 unit per 
cubic centimeter or more were found 24 hours 
after a single injection. 

When quite high titers were desired the injec- 
tions were given every 12 hours. The procaine- 
penicillin is rapidly absorbed and it is not neces- 
sary to give an initial plan crystalline penicillin. 

As long as there is a possibility of inhibition of 
sulfonamides by aminobenzoic acid derived from 
the procaine, it is felt that plain crystalline penicil- 
lin should be used in the more severe infections 
where the sulfonamide drugs must be concomitantly 
employed. 

Toxic or allergic reactions in children are un- 
common. If a patient should be penicillin sensi- 
tive, pyribenzamine will successfully relieve the 
allergic manifestations, and at a later date when 
gven prophylactically prior to subsequent injections 
of procaine-penicillin, no allergic reactions are likely 
to occur.—D.R.D. 


* * * 
Peptic Ulcer 

Prevention of Recurrences in Peptic Ulcer. Theo- 
dore L. Althausen, Ann. Int. Med., 30:3, 544-559 
(March) 1949. 

This author first emphasizes the importance of 
peptic ulcer. It ranks 20th in the United States 
among chronic diseases, 14th among causes of in- 
valids disabled, 12th among causes of working days 
lost, and 10th among causes of death from chronic 
disease. 

The results of immediate treatment are excellent 
in peptic ulcer. Prompt relief and healing of the 
ulcer are produced in over 90 per cent of cases. How- 
ever, the disappointing feature is the recurrence of 
ulcer in 10 per cent to 36 per cent during the first 
six months, and in 46 per cent to 93 per cent in the 
first five years. Among the accepted inciting causes 
for recurrence are physical and mental fatigue, emo- 
tional disturbances, dietary indiscretions, infections, 
seasonal factors, and inadequate medical treatment. 

A first step in prevention is proper diagnosis, 
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reached by correlating all clinical and radiological 
evidence. 

Adequate treatment is then considered with em- 
phasis on the usual dietary, antacid, antispasmodic, 
and sedative medication. Antacids should be con- 
tinued at least six months. Inadequate treatment 
may relieve pain, but allow the ulcer to progress to 
one of several serious complications, such as hem- 
orrhage. This tendency to inadequate treatment is 
greater among ulcer patients, because Crohn has 
shown that such patients may be insensitive to pain, 
the proportion being three times greater in ulcer 
patients than in the general population. 

One measure which may specifically prevent re- 
currence is enterogastrone. Preliminary work indi- 
cates that this not only heals but prevents recurrence. 
The originators, Greengard, et al., claim that it 
increases mucosal resistance to ulceration. Further 
investigation is in progress. 

General measures of value in the prevention of 
recurrence are the following: 

1. Education. The patient should be instructed 
in the nature of his disease and the importance of 
continued treatment. 

2. Occupational problems. Because of the im- 
portance of physical and mental fatigue in recur- 
rence, occupational adjustments may be necessary. 

3. Psychosomatic relations. The typical ulcer pa- 
tient is tense, ambitious, and meticulous, and mini- 
mizes his pain to go ahead with his work. This is 
in contrast to the psychoneurotic or hypochrondriac, 
who exaggerates his disability. This factor must be 
borne in mind in management of these cases. 

4. Diet. Dietary modifications and_ restrictions 
will be necessary for years, possibly for life. The 
degree of strictness will depend on the symptoms, 
such as duodenal deformity and degree of residual 
hyperacidity, and the personality of the individual. 

5. Stimulants. Coffee not only increases gastric 
acidity, but sensitizes the stomach to other secretory 
stimulants. It should be eliminated. Alcohol stimu- 
lates gastric secretion and is contraindicated, at least 
on an empty stomach. Smoking should be curtailed 
or preferably stopped. 

6. Infections. These, particularly respiratory in- 
fections, are notorious in initiating recurrence of 
peptic ulcer, and should be prevented or promptly 
treated. 

*7. Seasonal factors. The well-known tendency to 
recurrence in spring and fall may be associated with 
the increased incidence of respiratory infections at 
these seasons. 

8. The human equation. Palmer is quoted: “The 
results depend on the patient—his willingness and 
ability to cooperate, and on the physician—his 
knowledge, personality, tact, enthusiasm, persistence, 
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AT ITS FINEST 


True, AO is widely recognized as the 
‘most comprehensive source for ophthal- 
mic instruments .. . But quality and con- 
tinuing scientific advancement are the 
prime objectives. For it is by constantly 
improving the facility, the scope, and the 
precision of its instrumentation that AO 
maintains its leadership in the field. 
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resourcefulness, and painstaking care.” 

9. Prompt treatment of recurrent epigastric dis- 
tress. Any recurrence of distress should lead to a 
prompt return to the first stage of ulcer manage- 
ment. 

Only two surgical measures are considered of 
preventive value. One of these is subtotal gastrec- 
tomy. The mortality is under five per cent in ex- 
pert hands. The end result is reported as good in 
about 90 per cent of cases, although Lahey reported 
28 cases of massive hemorrhage in 100 patients sub- 
jected to the operation. Other complicating symp- 
toms include nausea, anemia, weakness and weight 
loss. 

Vagotomy, the other procedure, is relatively new, 
and apparently produces favorable results in about 
90 per cent of patients. Complications after opera- 
tion include diarrhea, gastric stasis with belching and 
vomiting, or intercostal neuralgia. 

The indications for such surgical procedures are: 
true intractability of the ulcer on a strict medical 
regime in a hospital, frequent disabling recurrence 
in spite of adequate prophylactic regime, or un- 
willingness on the part of the patient to follow such 
a regime.—E. J. R. 

* * *- 
Neonatal Deaths 

Pathologic Findings in the Neonatal Period. By 
James B. Arey, Jnl. Ped., 34-1, 44-48, Jan., 1949. _ 

Five per cent of all deaths occur during the neo- 
natal period, ie. the first month of life. Adequate 
cause can be demonstrated in the majority of in- 
fants dying in this period. The material for this 
paper consisted of the consecutive autopsy records 
of 50 live-born infants dying on the Tulane Serv- 
ice of the Charity Hospital of Louisiana at New 
Orleans. Infants weighing less thah--500 grams 
at the time of delivery were excluded. An adequate 
cause of death was demonstrated in 43 infants. 
Asphyxia was responsible for 10 deaths, intra- 
venticular hemorrhage for 10, bronchopneumonia 
seven, congenital syphilis five, congenital anoma- 
lies four, and miscellaneous lesions seven. Of the 
50 infants, some form of infection (bronchopneu- 
monia, congenital syphilis, meningitis, or ompha- 
litis) was present in 25, and in 14 infants this was 
considered the primary cause of death.—D.R.D. 

* * * 
Acute Subdeltoid Bursitis 

Operative Treatment of Acute Subdeltoid Bur- 
sitis with Calcification. By P. O. Pelland and W. 
Hoffman, Ind. Med., 18, 79-81, Feb., 1949. 

Because of the rapid and permanent relief ob- 
tained with this method the authors feel that the 
operative treatment is the one of choice. 

Two indications must be present for this opera- 
tion to be performed successfully. The first is pain 
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which is severe, located just distal to the acromion 
process, and frequently radiating down the arm 
to the fingers; abduction and/or internal rotation 
of the arm are difficult or impossible. For the 
most part the onset is sudden and not related to 
any antecedent trauma. The second indication is 
the roentgenologic demonstration of calcification 
in the shoulder region. 

Operative procedure may be done under local 
anesthesia but preferably under intravenous sodium 
pentothal. Patient is in the anatomic position of 
palms facing anteriorly and the elbow joint of the 
affected side flexed to about 90 degrees to facilitate 
rotation at the shoulder joint. The tendon of the 
long head of the biceps is palpated and a vertical 
incision two to three cm. long is made in the skin 
just lateral to the tendon and 2.5 cm. below the tip 
of the acromion process. The deltoid fibers are 
split and retracted until the roof of the bursa is 
exposed. The bursal root is incised longitudinally 
and its contents evacuated or washed out. When the 
bursa has been emptied, the tendinous cuff of the 
short rotator muscles is inspected by manipulating 
the bent elbow so as to rotate the shoulder. If any 
part of the cuff contains calcium, linear incision is 
made in the tendon over this plaque and in a direc- 
tion parallel to the tendon fibers. This will cause 
the calcium to be extruded and the defect may be 
gently curetted or irrigated. 

In closure, no attempt is made to suture any 
tendon fibers, bursa or deltoid muscle. One or two 
sutures of. fine chromic catgut are placed through 
the fascia’of the deltoid muscle and the skin is 
closed in routine fashion. 

The patient. is encouraged to move his arm as 
soon as he can. On discharge the day following 
operation he is instructed to carry out pendulum 
exercises frequently, using a weight or flatiron and 
allowing his arms to swing freely when he bends 
forward from the waist. The patient returns to 
work as soon as he wishes. 

There were two failures in the series of 38 cases. 
The vast majority have been back at work after 
three or four days.—F.W.F. 

* * * 
Kansas Physician Writes Column 


Dr. Glen R. Shepherd, Kansas City, who has been 
writing a column called “Medicine and Health” for 
the Kansas City Star during the past 18 months, has 
accepted an assignment for another column, “Take 
Care of Yourself,” which will be distributed na- 
tionally by the Associated Press. Dr. Shepherd dis- 
continued private practice when he began his med- 
ical column but has. continued as an instructor in . 
medicine at the University of Kansas School of 
Medicine. 
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No Test Tubes - No Measuring «+ No Boiling 


Diabetics welcome “‘Spot Tests” (ready to use dry 
reagents), because of the ease and simplicity in using. 
No test tubes, no boiling, no measuring; just a little 
powder, a little urine—color reaction occurs at once 
if sugar or acetone is present. 


Test 


FOR DETECTION OF FOR DETECTION OF 
SUGAR IN THE URINE ACETONE IN THE URINE 


A carrying case containing cne 
vial of Acetone Test (Denco) 
and one vial of Galatest is now 
available. This is very conven- 
ient for the medical bag or for 
the diabetic patient. The case 
also contains a medicine oe 
and a Galatest color chart. This 
handy kit or refills of Acetone 
Test (Denco) and Galatest are 
obtainable at all prescription 


COLOR REACTION IMMEDIATELY | Pharmacies and surgical supply 


SAME SIMPLE 
TECHNIQUE FOR BOTH 


Accepted for advertising in the Journal of the A.M.A. 
WRITE FOR DESCRIPTIVE LITERATURE 


heelone Test \venco)... Gatatlest 
The Denver Chemical Manufacturing Co., Inc 


163 Varick Street, New York 13, N. Y. 


THE BROWN SCHOOL 


Four distinct units. Tiny Tots through the Teens. 
Ranch for older boys. Special attention given to 
educational and emotional difficulties. Speech, 
Music, Arts and Crafts. A staff of 12 teachers. Full 
time Psychologist. Under the daily supervision of 
a Certified Psychiatrist. Registered Nurses. Private 
swimming pool, fireproof building. View book. 
Approved by State Division of Special Education. 


BERT P. BROWN, Director 
PAUL L. WHITE, M.D., FAP.A., 
MEDICAL DIRECTOR 
P. O. Box 4008, Austin, Texas 


A BIG TIME-SAVER 
FOR EVERY DOCTOR 


This handy booklet for new 
mothers was “built to doctors’ 
orders”. It contains blank forms 
for filling in your instructions 
and formulas. 

it provides a permanent case-his- 
tory record. A memo will bring 
you asample...or as many as you 
want for your daily practice... 
without obligation. 


Many doctors are prescribing 
“Daricraft Homogenized Evapo- 
rated Milk”. It is always uniform, 
safe, sterilized, easy to digest, and 
high in food value and minerals. 
Daricraft contains 400 U. S. P. 
units of Vitamin D per pint. 
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BOOK REVIEWS 


Blakiston’s New Gould Medical Dictionary, First 
Edition—Illustrated. Published by the Blakiston 
Company, Philadelphia, August, 1949. Price $8.50. 


This is a new, completely new, medical diction- 
ary. The sub-title describes this as “a modern com- 
prehensive dictionary of the terms used in all 
branches of medicine and allied sciences, including 
medical physics and chemistry, dentistry, pharmacy, 
nursing, veterinary medicine, zoology and botany, 
as well as medicolegal terms; with illustrations and 
tables.” 

Including the introduction, the dictionary has 
1,322 pages. There are 252 illustrations, half in 
color, on 45 plates, all placed together between 
pages 544 and 545. In the appendix will be found 
150 pages of tables covering anatomic features, 
arteries, bones, muscles, nerves, etc.; diets, elements, 
medical signs and symbols, phobias, vitamins, even 
veterinary doses and many other items. 

An editorial board of six was assisted by 80 
prominent physicians and scientists in completely 
revising and rewriting the classic Gould’s Medical 
Dictionary. They have included all modern terms 
and drugs, such as aureomycin, and have striven for 
clarity of language and definition in all phrases. 
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ERNEST E. IRONS, M.D., President, The American Med- 
ical Association, Chicago, Illinois 

LAUREN V. ACKERMAN, M.D., Pathology, Associate 
Professor of Surgical Pathology and Associate Profes- 
sor of Pathology, Washington University School of 
Medicine, St. Louis, Missouri 

WILLARD M. ALLEN, M.D., Obstetrics and Gynecology. 
Professor and Head of the Department of Obstetrics 
and Gynecology, Washington University School of 
Medicine, St. is, Missouri 

JOSEPH S. D’ANTONI, M.D., Medicine. 
Clinical Tropical Medicine, Universi of Tulane, 
Senior Visiting Physician, Charity ospital, New 
Orleans, Louisiana 

RALPH K. GHORMLEY, M.D., Orthopedic Surgery. Pro- 
fessor of Orthopedic Surgery, Mayo Foundation, Grad- 
uate School of the University of Minnesota, Rochester, 
Minnesota 

HORACE L, HODES, M.D., Pediatrics. Associate Profes- 
sor of Pediatrics, Johns Hopkins School of Medicine 
and Medical Director, Sydenham Hospital, Baltimore, 


Maryland 

JOHN F. HOLT, M.D., Rentunetae. Associate Pro- 
fessor of Roentgenology, niversity of Michigan 
School of Medicine, Ann Arbor, Michigan 

M. DIGBY LEIGH, M.D., Anesthesiology. Director, De- 
partment of Anesthesiology, Vancouver General Hos- 
ital, Vancouver, B.C., Canada 

F CIS M. LYNCH, M.D., Dermatology. Clinical Pro- 
fessor, Division of Dermatology, University of Min- 
nesota School of Medicine, Minneapolis, Minnesota 


Professor of 


GENERAL ASSEMBLIES 


ANNOUNCING THE NINETEENTH ANNUAL FALL CONFERENCE OF 
THE OKLAHOMA CITY CLINICAL SOCIETY—OCTOBER 24, 25, 26, 27, 1949 


DISTINGUISHED GUEST LECTURERS 


CLINICAL PATHOLOGICAL CONFERENCE ROUND TABLE LUNCHEONS 
SMOKER 
POSTGRADUATE COURSES (SYMPOSIA AND PANEL DISCUSSIONS) ' 
Registration fee of $15.00 includes all the above features 
For further information, address: Executive Secretary, 512 Medical Arts Building, Oklahoma City, Oklahoma 
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By way of example, “penicillin” is given almost 
a half column of space. The pronounciation is given, 
the derivation of the word, the chemical formula, 
the definition, description, its uses and action upon 
the body. 

Physicians will find Blakiston’s New Gould 
Medical Dictionary useful for many reasons. It is 
modern and complete. The language is clear and 
concise. Pronounciations are easy to understand as 
for example, “anesthesia” which has a second spell- 
ing “anaesthesia” is given two pronounciations as 
follows (an”ess*thee’zhuh, zee*uh). Synonyms are 
included with the definition. Biographies and names 
are in the main text, thus avoiding the necessity of 
looking for separate alphabetical sections. 


But most of all will the physician appreciate its 
mechanical conveniences. The type is clear and large 
enough to be easily read. Each separate entry is in 
bold-faced type and set apart into the margin. Re- 
lated or component words are also in bold type, but 
not set out. “Cavity” for instance is in the margin 
in boldface. Under that are such subdivisions as 
“abdominal,” “amniotic,” “body,” “brain” and 32 
others all in black face but set even with the mar- 
gin. Under each, of course, is its definition. 


The book is highly recommended by medical 
authorities. It will be found to be practical and 
easily used. And it is complete—the first new, un- 


CARL A. MOYER, M.D., Professor of Experimental 
Surgery, Southwestern Medical College of the South- 
western Medical Foundation, Dallas, Texas 


LOUIS H. NEWBURGH, M.D., Internal Medicine. Pro- 
fessor of Clinical Investigation, University of Michi- 
gan School of Medicine, Ann Arbor, Michigan 


JOHN PARKS, M.D., Obstetrics and Gynecology. Profes- 
sor of Obstetrics and Gynecology, George Washington 
University School of Medicine, Washington, D. C. 


DALTON K. ROSE, M.D., Urology. Professor of Clinical 
Genito-Urinary Surgery, Washington University School 
of Medicine, St. Louis, Missouri 


ARNO E. TOWN, M.D., Ophthalmology. Professor of 
Ophthalmology, Jefferson Medical lege, Philadel- 
phia, Pennsylvania 


JAMES ROSS VEAL, M.D., Surgery. Associate Professor 
of Surgery, Georgetown University’ School of Medi- 
cine, Washington, D. C. 

JOSEPH B. VANDER VEER, M.D., Internal Medicine. 
Assistant Professor of Clinical Medicine, University of 
Pennsylvania School of Medicine and Assistant Pro- 
fessor of Cardiology, Graduate School of Medicine, 
University of Pennsylvania, Philadelphia, Pennsyl- 
vania 

JOHN M. WAUGH, M.D., Surgery. Professor of Sur- 
gery, Mayo Foundation, Graduate School of the Uni- 
versity of Minnesota, Rochester, Minnesota 
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THE 
Lattimore-Fink Laboratories 


TOPEKA, KANSAS 


J. L. Lattimore, A.B., M.D., Director 
A. A. Fink, M.D., Pathologist 
A. C. Keith, B.S., Chemist 
H. C. Ebendorf, M.T., Serologist 


PATHOLOGY, SEROLOGY, CHEMISTRY, BACTERIOLOGY, 
HEMATOLOGY AND PARASITOLOGY 


Containers furnished upon request. 
OFFICES: 
Topeka, Kan. El Dorado, Kan. Sedalia, Mo. McAlester, Okla. 


REAGENT CHEMICALS 


THERMOMETERS 
PIPETTES y 
HYDROMETERS 


LATEX, RUBBER, TYGON, KOROSEAL, 


SOFT and PYREX GLASS TUBING 
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KLINE TEST ANTIGEN (LaMotte) ORANGEBURG, SOUTH CAROLINA 
CARDIOLIPIN—LECITHIN Edgewood offers all approved therapeutic aids. Complete bath depart- 
KOROSEAL and_AMERIPOL APRONS year round, Unusual recreational and physical rehabilitation facilites 
Separate department alcoholism, narcotic, barbiturate addiction. Gradual 
° “f° ° reduction method. Full time Fsychiatrists, nurses, and aides assure 
Southwest Scientific Corporation individual care and treatment. For detailed information write 
122 S. St. Francis Wichita 2, Kansas EDGEWOOD ¢ ORANGEBURG, S. C. 
Orin R. Yost, M.D. Psychiatrist-In-Chief 


DON’T GAMBLE!!! 


Select your business representative as carefully as you would your bank. 


You want and can expect quick and satisfying service from East Kansas 
finest and most progressive medical accounts recovery office. Every account 
insured by surety company. 


Call L.D. 2444, collect—we’'ll send a representative any time you say. 


Write or Telephone Collect. 


MEDICAL-DENTAL 
DIVISION 
ASSOCIATED CREDIT BUREAU 
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abridged medical dictionary to be published in 38 
years.—O.E.E. 


General Endocrinology. By C. Donnell Turner, 
Ph.D. Published by W. B. Saunders Company, Phila- 
delphia, 1948. 604 pages, 164 figures. Price $6.75. 

This book is well and clearly written. The facts 
presented are largely accurate and well authenticated 
by the imposing bibliography at the end of each 
chapter. 

The book is written primarily from the point of 
view of the physiologist, or more exactly, the com- 
parative anatomist and physiologist. From this view- 
point, the book is interesting and contains a wealth 
of information not found in texts on endocrinology. 
The review of endocrine function in plants and in- 
vertebrates is interesting, though largely of academic 
interest to the practicing physician. 

After his introduction the author presents an in- 
teresting chapter on the biology of secretion. The 
bulk of the text is devoted to chapters on the com- 
monly designated endocrine glands and structures, 
particular attention being paid to anatomy, physi- 
ology, and biochemistry. The closing portion deals 
with endocrine mechanisms in the invertebrates. 

The author is associate professor of zoology at 
Northwestern University. As he states, this book is 
designed as a text for students who “are completing 
a field of concentration in zoology.” It will, how- 
ever, reward careful perusal by any physician pri- 
marily interested in endocrinology from the clinical 
point of view. It will increase the scope of his 
knowledge and inspire a greater appreciation for this 
young and growing branch of medical science— 
E.J.R. 


To Produce Compound E 
Substantial quantities of desoxycholic acid, repre- 
senting the annual yield from the bile of 200,000 
cattle, will be supplied by Winthrop-Stearns, Inc., 
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to Merck and Company under an arrangement re- 
cently concluded. The acid is the only presently 
available starting material for the production of 
Compound E, or cortisone, whose value in the treat- 
ment of arthritis was discovered at the Mayo Clinic. 


Scientists in the laboratories of Sterling- Winthrop 
Research Institute have developed a synthetic pro- 
cess whieh considerably increases and makes more 
economical the production of the acid from ox bile. 
However, cortisone will continue to be in severely 
limited supply despite the expansion, as the amount 
planned for production will yield only 2,700 grams, 
enough for 27,000 patient days at a dosage of 100 
milligrams per day. 


“There can be little hope of the general avail- 
ability of Compound E in the current state of scien- 
tific knowledge,” said Dr. Theodore G. Klumpp, 
president of Winthrop-Stearns. “Present methods 
cannot produce enough starting material for even a 
small fraction of the demand for cortisone, because 
production is necessarily limited by the cattle popu- 
lation. Research must discover more widely avail- 
able materials, or develop new proc:sses, before re- 
lief from arthritis can be realized by the miHions 
of sufferers.” 


Omaha Clinical Society Plans Program 
The 17th annual assembly of the Omaha Mid- 
West Clinical Society will be held at the Hotel Pax- 
ton, Omaha, October 24-28, inclusive. Reservations 
may be made by addressing the secretary of the so- 
ciety at 1031 Medical Arts Building. Omaha 2, Ne- 
braska. 


Scientific motion pictures will open the daily 
program, and a number of well known guest speak- 
ers will present scientific papers throughout the 
meeting. Round table luncheons, scientific exhibits 
on research problems and technical exhibits will also 
be included. 


1850 Bryant Building 


THE TROWBRIDGE TRAINING SCHOOL 
Established 1917 
A HOME SCHOOL for NERVOUS and BACKWARD CHILDREN 
The Best in the West 


Beautiful Buildings and Spacious Grounds. Equipment Unexcelled. Experienced Teachers. Personal Supervision given 
each Pupil. Resident Physician. Enrollment Limited. Endorsed by Physicians and Educators. Pamphlet upon Request. 


E. HAYDEN TROWBRIDGE, M.D. 


Kansas City, Mo. 


GO8kTZE 


orders, 


Nationally advertised Surgical Supplies and Equipment have been placed at Topeka, Joplin. Kansas City 
and St. Joseph for your convenience by — 


NIEMER 


Management by Dr. W. F. Goetze, a member of the American Medical Association, assures intelligent servicing of your 


co. 


ACCIDENT + HOSPITAL +» SICKNESS 


INSURANCE 


FOR PHYSICIANS, SURGEONS, DENTISTS 
EXCLUSIVELY 


PHYSICIANS 
SURGEONS 


60 TO 


COME FROM DENTISTS 
$5,000 accidental death $8.00 
$25.00 weekly indemnity, accident and sickness Quarterly 
$10,000.00 accidental death $16.00 
$50.00 weekly indemnity, accident and sickness | Quarterly 
$15,000.00 accidental death $24.00 
$75.00 weekly indemnity, accident and sickness | Quarterly 
$20,000.00 accidental death $32.00 


$100.00 weekly indemnity, accident and sickness Quarterly 


COST HAS NEVER EXCEEDED AMOUNTS SHOWN. ALSO 
HOSPITAL EXPENSE FOR MEMBERS WIVES AND CHILDREN 


85c out of each $1.00 gross income used 


for members’ benefits 
$3,700,000.00 $15,700,000.00 


Invested Assets Paid for Claims 
$200,000.00 deposited with State of Nebraska for 
protection of our members 
Disability need not be incurred in line of duty—benefits from 
the beginning day of disability 
PHYSICIANS CASUALTY ASSOCIATION 
PHYSICIANS HEALTH ASSOCLATION 


47 years under the same management 


400 FIRST NATIONAL BANK BLDG., OMAHA 2, NEBRASKA 
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Deformity Appliances 
of Quality 


Orthopedic and Surgical Appliances 
- Artificial Limbs 


Trusses 
Abdominal 
Supports 
Elastic 
Hosiery 
Foot 
Supports 
_ Taylor Back Brace 
Made to Order 
— In Our Own Factory 
P. W. HANICKE MFG. CO. 
1009 McGee St. Victor 4750 


KANSAS CITY, MO. 


RADIUM 


(including Radium Applicators) 


FOR ALL MEDICAL PURPOSES 
Est. 1919 


Quincy X-Ray & Radium Laboratories 
- (owned and directed by a Ph: - 
a a Physician 


Harold Swanberg, B.S., M.D., Director 
W.C. U. Bldg. Quincy, Illinois 


The Neurological Hospital, 2625 The 
Paseo, Kansas City, Missouri. Oper- 
ated by the Robinson Clinic, for the 
care and treatment of nervous and 
mental patients and associated condi- 


tions. 


_____ OVER 31 YEARS OF EXPERIENCE 


COLLECTING DORMANT ACCOUNTS FOR HOSPITALS AND PHYSICIANS 


ALL FUNDS PAID DIRECT TO OUR CLIENT 


1004 Commerce Trust Bldg. 


We prepare and keep all the records—furnish the supplies—do all detail work—pay part of routine postage. 
The plan is successful and altogether different from anyother. Efficient organization and field men, 


READING & SMITH SERVICE BUREAU 


Kansas City, 6, Mo. 
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Didn't have time to 


write an ad this month. 


Thanks for the extra 


heavy business. 


INDEPEYDENT 


“COMPANY 


Cook County Graduate School of Medicine 
ANNOUNCES CONTINUOUS COURSES 


SURGERY—Intensive course in Surgical Technique, 
Two Weeks, starting October 24, November 28. 
Surgical Technique, Surgical Anatomy & Clinical Sur- 
gery, Four Weeks, starting October 10, November 7. 
Surgery of Colon and Rectum, one Week, starting 
October 10, November 28. 
Esophageal Surgery, One Week, starting October 10. 
7 & Thyroid Surgery, One Week, starting Octo- 
er 10. 
Thoracic Surgery, One Week, starting October 3. 
Fractures & Traumatic Surgery, Two Weeks, starting 
October 3 

GYNECOLOGY—Intensive Course, Two Weeks, starting 
October 24. 

Vaginal Approach to Pelvic Surgery, One Week, start- 
ing November 7. 

OBSTETRICS—Intensive Course, Two Weeks, starting 
November 7. 

MEDICINE—Intensive General Course, Two Weeks, 
starting October 3. 

Gastroenterology, Two Weeks, starting October 24. 
Gastroscopy, Two Weeks, starting October 24. 

DERMATOLOGY—Formal Course, Two Weeks, starting 
October 24. Informal Clinical Course every two 
weeks. 

ROENTGENOLOGY—Diagnostic & Lecture Course First 
Monday of every month, Clinical Course Third 
Monday of every month. 

X-Ray Therapy every two weeks. 

CYSTOSCOPY—Ten Day Practical Course every two 

weeks. 


GENERAL, INTENSIVE AND SPECIAL COURSES IN ALL 
OF MEDICINE, SURGERY AND THE 
TEACHING FACULTY—ATTENDING STAFF OF 

COOK COUNTY HOSPITAL 


Address: Registrar, 427 South Honore Street, Chicago 12, Ill. 


Index to Advertisers 


American Optical Company .................... 521 
Associated Credit Bureau 525 
Ayerst, McKenna and Harrison, Ltd. ............ VI 
Cook County Graduate School of Medicine ..... 528 
Coyne Campbell Sanitarium, Inc. .............. 517 
Denver Chemical Manufacturing Company, Inc.. 523 
Goetze Mienier Camnany  « 526 
Hanicke, P. W., Manufacturing Company ...... 527 
Kelley-Koett Manufacturing Company ........ XII 
Lattimore-Fink Laboratories ................... 525 
Luzier’s Cosmetics and Perfumes, Inc. ........ XVIII 
Mead Johnson and Company ............ Back Cover 
Medical Protective Company .................:. 519 
Oklahoma City Clinical Society ................ 524 
Page Milk Company ........sscee- Inside Back Cover 
Parke, Davis and 

Physicians Casualty Association ................ 
Producers Creamery Company ................. 
Quincy X-ray and Radium Laboratories....... 527 
Quinton-Duffens Optical Company ............. 528 
Reading and Smith Service Bureau ............. 527 
Reynolds, R. J., Tobacco Company ............ XVI 
Searle, and Company 501 
Southwest Scientific Corporation ............... 525 
Trowbridge Training School ..................: 526 
Winthrop-Stearns, Inc. ........... 511 


we 


sw. E. ISLE 
fa, 1121 GRAND AVE. | 
7a KANSAS CITY, 


TRUSSES 
Accurately fitted to assure complete 


SECOND FLOOR TELEPHONE VICTOR 2350 


( 
] 
AY 
D 
EN 


Sor 


PIONEERING, 
DEVELOPING, 
PRODUCING 


It was in 1865 that Charles A. 
Page organized one of the first 
canned milk plants in the world. 
Today, with improved modern, scien- 
tific facilities, the Page family is still actively 

engaged in the processing of top-quality evaporated milk. 


From this heritage of family know-how comes Page Milk, 
fortified with extra vitamin D. Addition of the sunshine vitamin, 
an improvement Page helped pioneer, makes Page Milk an ef- 
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Stormont Medical Li 
State House, 
Topeka, Kansas 


Supplements the sun... 


removes the shadow of RICKETS 


Rickets may be found in apparently healthy and well nourished infants 
due to an insufficient intake of vitamin D plus inadequate exposure to ultraviolet rays. 
It is now generally accepted that a vitamin D supplement should be given regularly 
not only to infants but to older children and adolescents. Mead’s Oleum Percomorphum 
With Other Fish Liver Oils and Viosterol is useful for this purpose. 


Mead’s Oleum Percomorphum 


1. Is a highly potentt source of natural vita- 
mins A and D. 


2. May be given in drop doses that are easily 
administered and well tolerated, and is sup- 
plied in capsule form also. 


3. Has a background of sixteen years of suc- 
cessful clinical use. 


tPotency: 60,000 U.S.P. units of vitamin A and 8500 
U.S.P. units of vitamin D pert gram. Each drop sup- 
Plies 1250 units of vitamin A and 180 units of vitamin 
D; each capsule, 5000 units of vitamin A and 700 units 
of vitamin D. 

Supplied in 10 cc. and 50 cc. bottles; and in bottles 
of 50 and 250 capsules. 
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